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_ This Study on Infant-feeding Practices was 
_ carried out by the Nutrition Foundation of India in 
- the States of Maharashtra, West Bengal and Tamil 
Nadu with the collaboration and active participa- 
tion of the heads and staff of three institutions in 
4 ihe’ country — the Tata Institute of Social 
_ Sciences, Bombay; the Child-in-Need Institute, 
a Calcutta and the M.A.C. Institute of Community 
ia Health, Madras. The Project was funded by 
eS _ UNICEF (South Central Asia Regional Office). 


: - While the effects of infant-feeding practices 
a are Se ecied; in the health and nutritional status of 
_.infants, the determinants of these practices are 
7 largely socio-cultural and economic. The Founda- 
tion, therefore, recognised from the-very start the 
4 need for an inter-disciplinary approach to the in- 
: "vestigation, and was fortunate to be able to forge a 
Becmecient inter-disciplinary team of participants 
_ be onging to social and medical sciences. 


A multi-centric study of the nature carried out 
_ here also calls for an effective mechanism for coor- 
_ dination and monitoring. The Foundation was able 
to ensure these requirements through designating 
- acompetent Project Coordinator and the setting 
e up of a Task Force which included, besides the au- 
thors, other experts of considerable standing and 
experience. The organisation, conduct and mana- 
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Preface 


gement of the Study was, by itself, a rewarding 
learning experience not only for the Foundation 
but for all participants. 


This Report does not do full justice to the mas- 
sive data collected in the course of the Study. Only 
the major findings of practical importance from the 
operational point of view are presented. We did 
not wish to clutter up this Report with far too many 
details. Papers bearing on aspects of the Study not 


- adequately covered in this Report will be published 


separately in due course by the different authors. 


This Study does not cover the entire country 
but only some regions thereof; even so, at least — 
some of the messages generated here may be of re- 
levance to other parts of the country as well. It is 
hoped that the results of this Study will be useful in 
some measure to all those interested in the pro- 
motion of wholesome infant-feeding practices | 
especially among our poor communities. Such 
promotion cannot be achieved by the mere draw- 
ing up of “Codes”; it will need concrete supportive 
action. The Foundation hopes that this Report will 
stimulate such action. 


C Gopalan 
President, Nutrition Foundation of India 
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Chapter 1 


Introduction 


The importance of the subject of infant-feed- 
ing hardly needs emphasis. It is a subject which 
‘concerns not just the 25 to 30 million babies that 
will be born annually in our country in the next de- 
cade, and the several millions of mothers who will 
be rearing them. In the ultimate analysis, it is very 
much a subject which deeply concerns the very 
“quality” of the most precious of all our national 
assets — our Human Resources. The health and 
nutritional status of millions of infants, and the 
‘start’ which will influence their subsequent growth 
and development through childhood will be deter- 
mined by the pattern of feeding during their in- 
fancy. 


- The subject has acquired added urgency and 
relevance in recent times. The average infant mor- 
tality rate IMR) in the country as a whole, today 
stands at over 120 per thousand live births and has 
remained more or less stationary around this figure 
for nearly a decade. We have obviously a long way 
to go before we can achieve an average IMR of less 
than 50 — the target envisaged i in the goal “Health 
for All by 2000 A.D.”, to which we have oniey 
subscribed. 


Our family planning programmes, apart from 


marginal success, have generally failed to make the - 


_ Significant and substantial dent on our population 
growth, which we are desperately looking for. Our 
current inability to provide reasonable assurance 
of survival of children, especially among-our poor 
communities, has not only denied our family plan- 
ning programmes the benefit of a valuable incen- 
tive; but, indeed, it has also served to undermine 
the very moral and ethical basis of these program- 
mes as far as poor communities are concerned. 


The prevention of undernutrition and diar- 
rhoeal episodes, the major factors underlying the 
current high IMR, would greatly depend on the 
successful promotion of wholesome and hye 
infant-feeding practices. 
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There are new pressures on traditional infant- ) 
feeding practices. which should also occasion con-— 
cern. The process of “development” inevitably un- 
leashes forces which may affect infant- feeding 
practices. Urbanisation, industrialisation, the } 
bridging of the ‘communication-gap’ between the 
city and the village, increasing employment oppor- | 
tunities for women, and such other factors inciden- 
tal to “development”, are bound to exert their im- 
pact on life styles, work-pattern, family structures 
and value systems in our communities, not only in | 
the urban areas but in the vast rural country-side as 
well; and these, in turn, cannot fail to influence in-- 
fant-feeding practices. Frequent monitoring of 
changing trends in infant-feeding practices is, 
therefore, necessary in societies in a hiehia 
dynamic state of ‘ development’ 


Till almost 60 years ago, in all countries of the 
world infants were invariably breast-fed; ‘substi- | 
tutes’ for breast milk were unknown. During the 
last five decades, however, the practice of bottle- : 
feeding of infants with milk formulas (baby foods) 
had rapidly spread in the technologically de- 
veloped countries. It should not be surprising if 
this trend increasingly becomes part of the “de- 
velopment process” of poor developing countries | 
as well. Recent researches have revealed the* uni- 
que properties of breast milk as the ideal and inimi- 
table food for the infant; as a result, it is now clear 
that all the modern technological ingenuity has not , 


_ Succeeded in producing a true substitute for breast 
_ milk. With this recognition, active movements for 
_ . promotion of breast-feeding have started in the de- 
a veloped countries, already with significant success. 
_ In this process, the fear has been voiced that de- 
_ veloping countries could become the happy hunt- 
_ ing ground for enterprising multi-national “baby 
_ food” manufacturers, who are now being progres- 
_ sively denied an expanding market for their pro- 
_ ducts in the developed countries. 


Extensive studies carried out in India, nearly 
two decades ago, notably at the National Institute 
of Nutrition, Hyderabad, had shown that breast 
_ milk was the sheet-anchor of infant nutrition, espe- 
_ cially among our poor communities. The remarka- 
._ ble ‘feat’ of Indian women of poor communities, 

_ weighing less than 40 kgs, subsisting on diets pro- 
_ viding less than 2000 K cal and 40 g protein, putting 
forth 400-600 ml. of breast milk of good protein 
| concentration, for several months on end, has 
| been well documented in the studies carried out at 
| the National Institute of Nutrition. In the context 
_ of poverty and insanitary environment, the prob- 
~ lem of undernutrition in infants and children in 
these poor communities would have been far 
worse but for this most valuable ‘gift’ of their 
mothers. On the basis of these earlier studies, it 
_ may be computed that the substitution of breast 
_ milk for infant-feeding by equivalent quantities of 
even animal milk would cost the poor families a 
minimum of Rs. 100/- per mensem per infant, at 
_ the prevailing prices; substitution by commercial 
4 infant foods would cost even more. More impor- 
tant than the economic implications of such sub- 
_ stitution would be the ‘health implications’ — the 
_ greatly increased risks to the infant of infections 
arising from unclean bottles and unsafe water. 


The progressive substitution of breast milk by 
~ commercial infant foods in the technologically de- 
g veloped countries during the last five decades, had 

not produced any dramatic catastrophic results, 
because of the vast superiority - of their 
economic status and environmental sanitation. In 
_ developing countries like India, however, such 
' substitution at the present state of economy, en- 
vironmental hygiene and health services, could 
prove truly catastrophic. At the present time, 
when even developed countries, not beset with 


serious economic and environmental sanitation 
problems, are actively promoting movements for re- 
turn to traditional breast-feeding, it will be unfortu- 
nate if countries like India fail to take adequate steps 
to check trends in the opposite direction. 


National and international agencies have voi- 
ced concern over the possible erosion of the salu- 
tary traditional practice of breast-feeding. An In- 
ternational Code for the regulation of the market- 


‘ing and sales-promotion of commercial infant 


foods has been drawn up. A similar Code, with 
some modifications has been adopted in India also. 


Unfortunately, however, while a great deal of 
concern and excitement has been generated over 
the question of “breast versus the bottle”, authen- — 
tic recent data which will enable us to'see the whole 
problem in full perspective and provide the basis 
for action in this area, are scanty. The important 
questions that need to be addressed are: “Has 
there been any serious decline in traditional 
breast-feeding practices in different communities 
in the different regions of India? If so, how serious 
are these erosions? In particular, who are the 
people using commercial infant foods, why are 
they using, how, and with what result? 


A comprehensive inter-country study on 
“Contemporary Patterns of Breast-feeding” or- 
ganised by WHO had addressed some of these and 
other questions. Studies in India, carried out as 
part of this project, which generated a lot of valu- 
able information, were again largely confined to 
the region in and around Hyderabad in Andhra 
Pradesh. 


It must also be remembered that there are ~ 
more facets to the problem of infant-feeding than 
the question of the use of commercial infant foods. 
In fact, it is the threat of possible expanding use of 
commercial infant foods, that has served to focus 
attention on these other equally important aspects 
of infant-feeding, such as, the adequacy of breast 
milk, the duration of breast-feeding, problems of 
breast-feeding of infants of working women, ap- 
propriate supplementation of breast milk, the state 
of nutrition of nursing mothers, etc. Breast-feed- 


ing was, for long, almost taken for granted. To the 
extent that the commercial infant food controversy 
has jolted health scientists and policy-makers out 
of this complacent attitude, it may have indeed 
rendered a distinct service to the cause of infant 
feeding. 


The present Study, undertaken by the Nutri- 
tion Foundation of India, was not confined to an 
examination of the use of commercial infant foods 
alone. Obviously, this question had to be 
examined in the total context of infant-feeding 
practices in general. This Study was addressed to 
investigations of the patterns of infant-feeding 
practices in three different regions of the country 
and among different communities within each reg- 
ion. It is not claimed that the data obtained are 
necessarily representative of the entire country but 
_ the Study has at least covered some major centres 
where the impact of ‘development’ may be ex- 
pected to be maximal. 


Objectives of the Study 2 Yea 


The objectives of the present Study were: 


1) To survey the current infant-feeding prac- 
tices in the community with special reference to the 
use of commercial infant foods, especially those 


that are promoted as substitutes for breast milk in - 


different segments of the population and in diffe- 
rent parts of the country. 


2) To obtain qualitative data on the type of 
food, including milk other than breast milk, used 


———— 


for feeding infants under 12 months of age, and.the — 


reasons why such foods are used or are not used. 


3) To study the manner and mode of use of dif- 
ferent foods including breast milk. 


4) To obtain information on some health indi- 
cators of the infants associated with these practices. 


Organisation of the Study 


This was a multi-centric and inter-disciplinary 


Study. The organisational pattern was such that 
though the studies were carried out in three diffe- — 
rent widely separated areas of the country, the in- | 


vestigations were well coordinated and monitored. 


The investigations were done in the States of | 


Maharashtra (Bombay), West Bengal (Calcutta) 
and Tamil Nadu (Madras) by an inter-disciplinary 
team of social and medical scientists. 


The Task Force set up by the Foundation not — 
only helped in the formulation of the initial study de- 


sign but also in monitoring the progress of the Study. 


In order to ensure effective coordination of — 


the progress of the studies in the three Centres, 


i 


Ms. Pratibha Gopujkar, one of the authors of this - 


Report, was designated Project Coordinator, and 
was vested with the responsibility for organising 
the final collation, compilation, analysis and tabu- 
lation of the data. In carrying out her difficult as- 
signment, Ms. Gopujkar was in continuous and 
constant contact with the Foundation. 


Chapter 2 


It has been always generally believed that 
_ breast-feeding is the traditional and near-universal 
-infant-feeding practice in our country; several 
small-scale studies carried out in different regions 
_ of the country in the past had also tended to con- 
_ firm that breast-feeding was the overwhelmingly 
prevalent infant-feeding practice. As was pointed 
out earlier, a major objective of the present Study 
was to investigate how this traditional practice was 
being influenced (if at all) under the impact of so- 
cial, economic and cultural pressures, changing 
mores, life styles, and value systems generated by 
‘modern’ development. . 


| These pressures may be expected to operate 
in their maximum intensity in the major metropoli- 
tan cities of the country. and to radiate centrifu- 
-gally therefrom to semi-urban and rural areas. 
| Smaller towns may also experience these ‘pres- 
sures’ though they may not currently be subject to 
_ the influences that characterise * metropolitan city 
culture’ to the same extent. If ‘pressures’ gener- 
ated by ‘development’ exert deleterious effects 
_ with respect to infant-feeding practices not only on 
- the urban population but also on the rural popula- 
— tion, it is to be expected that these effects on rural 
_ population will be most evident in those rural areas 
in the immediate vicinity of the big cities, rather 
_ than in the remote rural parts far removed from the 
cities. Also the impact of ‘pressures’ of develop- 
- ment may be expected to vary depending on the 
deeply ingrained traditions and attitudes of the 
people and, therefore, may not always be the same 
E for all metropolitan cities and their environs in dif- 
3 ferent regions of the country with widely different 
4 cultural profiles. The choice of centres for the 
_ Study was based on these considerations. 


| 
| 
| 
| 
| 
| 


9 = | The Design of the Study 
a 


The Study was carried out in three centres — 
Bombay, Calcutta and Madras. , Originally, a 
fourth centre in the north of the country, prefera- 
bly around Delhi, was also envisaged but unfortu- 
nately this proposal had to be given up because of 
operational reasons. Bombay, Calcutta and Mad- 
ras are the three most populous major cities lo- 
cated in the western, eastern and southern parts of 
the country. We do realise that observations in the 
Study pertaining to these centres may not be 
claimed to provide the total picture of the country; 
but they can certainly provide data with regard toa 
a considerable part of the country. . 


In each of these Centres, the following four 
Study Groups were chosen :- 


1. The Metropolitan City. 


2. Peri-metropolitan area within a zone bet- 
ween five and 15 Kms of the city limits. 


3. Town 1 (50,000 - 99,999 Population size) 
4. Town 2 (20,000 - 49,999 Population size) 


The criteria for the selection of the towns (3 
and 4 above) were as follows:- 


(i) The town should be of specified popula- 
tion. Thus, Town 1 will have population of 50,000 
to 99,999, and Town 2 will have population 20,000 
to 49,999. 


(ii) Both the towns should .be at least 50 Kms. 
away from the metropolitan city but on satisfying 
this criterion, be the nearest ones to the-respective’ 
city. 


(iii) The distance between the two towns 
should be at least 50 Kms. 


(iv) None of the towns should be atypical, i.e. 
a port town, hill resort, place of pilgrimage, a sub- 
urban area, etc. 


The demarcation of the peri-metropolitan 
area was a complex task. The idea of locating a 
geographical zone surrounding the metropolitan 
cities and being influenced by the latter was to be 
put into practice. A belt in the area of 5 - 15 Kms 
from the city was drawn for this purpose. This peri- 
metropolitan area included mainly villages and 
also some small townships. In order to allow for 


possible variations in trends in infant-feeding prac- 


tices between them, the small townships were de- 
signated as Semi-urban (SU) and the villages as 
Rural (R). : 


The selected Study Groups at each Centre are 
given below: . 


Table 2.1—The Study Groups In The Sample 


Study Areas selected at 
Groups : 
Bombay Calcutta Madras 
;, Centre Centre Centre 
City Greater Greater Madras City 
Bombay = Calcutta 
Peri-metro- 5 to 15 Kms belt around the 
politan area above cities 
Town 1 Satara Midnapore Tindivanam 
Town 2 Sinna | Katwa Thiruvallur 


a 
Type of Sample 


The population of all the four Study Groups at 
each Centre formed the universe for the Study. 
Based on the earlier studies it was proposed that 
One per cent sample of the infants in the population 
would be drawn for each Centre. The infants were 


assumed to be four per cent of the population. 


The sampling design was of a stratified cluster 
type. The four Study Groups were the strata for 
each Centre. In order to ensure that the cell fre- 
quencies were not too small to facilitate strata-wise 
analysis, it was decided that the minimum sample 
size should be 300 at each stratum. It was, there- 
fore, decided to use the following weightage for 
the sample sizes of the different strata. 


Strata Study Group Weightage 
StratumI The City 0.55 
Stratum II _—‘Peri-metropolitan area 0.15 
Stratum III Town1 0.15 
StratumITV Town2 0.15 


As was mentioned earlier, the peri-metropoli- 
tan area comprised mostly villages and small 
townships. As it was anticipated that the trends in 


the small townships and the villages may differ, the 


peri-metropolitan area was divided into “Semi- 
urban” and “Rural”. The following five Study 
Groups (SG) were entered into the Code book of 
each Centre; The Metropolitan City; The Semi- 
urban area (SU); The Rural area (R); Town 1 an 
Town 2. . 


Selection Procedure 
The sample was selected in two stages. The 


following steps were used:- 


1. The estimated population for 1981 of the 


Study Groups was obtained from the Census au- 


thorities and added up to get the population of the 
universe at each Centre. 


2. The number of infants in the population at 
each Centre was computed on the basis of an esti- 
mate of four per cent. Of these infants, one per 
cent formed the sample size at each Centre. 


3. With the appropriate weightage, the sam- 
ple size for each stratum or Study Group was com- 
puted. 


| 4. It was decided to select the small Census 
_ Enumeration Blocks (EB) at the first stage of 
_ selection. The size of these EBs was more or less 


2 uniform. Each EB had on an average 120 house- : 


_ holds or a population of 600. Thus at the rate of 
four per cent, each EB was estimated to have 24 in- 
_ fants. The number of EBs needed to give the esti- 
_ mated sample size for each Study Group was com- 
_ puted and the EBs were selected on a random basis 
with the help of a table of random numbers. 


4 5. The selected EBs were identified with the 
help of the Census enumerators and were enumer- 
- ated again for the Study with a specially devised 
3 enumeration form. The mothers with infants were 
ss identified at this stage. Attempts: wete made to in- 
| terview all such mothers. Thus, the actual sample 
Ee size was different from the estimated one. 
a 
| 


* 


‘ The sample size of infants was estimated on 
# _ the basis of the assumption that 4% of the popula- 
_ tion would be infants. However, in actual fact, at 
7 every Centre, the proportion of infants in the 
population turned out to be less than 4%. This 
_ created a problem for the Study Groups 2, 3 and 4 
_ from each of which only 15% of the sample was to 
* drawn. The samples obtained at these Study 
_ Groups were less than 300 and did not meet the 
- minimum requirement of size which was to be 300. 
_ In order to overcome this deficiency, after analys- 
- ing data on certain key variables from a Sub-sam- 
_ ple at each Centre, it was decided to increase the 
: sample size at the Study Groups where it was less 
_ than 300. This meant extended field work, selec- 
tion of additional blocks and repeated visits to 
_ towns for interviews. This was of course possible as 
rz at all the Centres certain additional EBs based on 
% _ random number tables had been selected to be in 
_Teserve. 


Preparation of Tools 


RRA RS ERE 


3 A number of tools were prepared for this 
- Study. The special characteristics of the major 
tools will be presented here. 


The Enumeration Form 


Selection of the sample of infants involved the 
prerequisite of enumerating the selected blocks. 
The importance of a well-planned recording of this 
enumeration work was anticipated and a special 
form was devised for this purpose. Every form car- 
ried the identification details such as the title of the 
Study, the name of the investigator (enumerator), 
date of visit, Study Group, and the Census Block 
No. Every enumerated household, the Census 
Household No., address, number of families resid- 
ing therein, the name of the head of every family, 
family size, family with or without an infant and 
visit number and remarks were recorded. This re- 
cording proved to be very useful for interviewing 
purposes as well as for analysis of the data. 


All the Census House Numbers in the Block 
were recorded on the form. Clear remarks were 
written for house numbers which could not be 
found on houses which were used for purposes 
other than residential. To cover the entire popula- 
tion, the possible existence of sub-tenants, etc., 
was ‘taken into consideration and the form pro- 
vided a column for the numbers of residing 
families. The instructions were to record details for 
every residing family. The interviewers were in- 
structed to make three visits to a household with an 
infant before concluding “no response” and also to 
record reasons for not conducting an interview in 
case of “no response”. This information helped in 
analysing the reasons for “no response” cases. 
Clear instructions as to how to record information 
in the Enumeration Form were circulated among 
the field staff during their training period. 


The Schedule 


A fairly detailed schedule was prepared in 
order to-elicit information on a wide range of fac- 
tors related to infant-feeding practices. The 
schedules were pre-tested at each Centre and were 
slightly modified on the basis of the experience in 


the field. The field-work: experience gathered 


while pre-testing the schedules helped a great deal 


_in preparing instructions for the interviewers. 


The interviewers were specially trained in re- 
cording age, family relationships, income, occupa- 
tion and reference to commercial infant foods. In- 
structions regarding applicability of certain ques- 
tions in certain situations were provided in the 
schedule itself. 


It was decided to avoid any reference in the 
Report to brand names of commercial infant foods 
used. HoweVer, since pre-testing experience indi- 
cated that using brand names at the time of inter- 
view helped in getting clear responses regarding 
use of commercial milk food, a list of different 
brands of commercial infant foods was prepared. 
Code numbers were given to these brand names 
and the interviewers were made familiar with these 
Code numbers which they could enter in the 
schedules. This arrangement was quite successful 
at all the Centres. 


Growth Charts 


The actual weight of infants in Kg (correct up 
to the nearest 200 grams) was recorded in the 
schedule. For purposes of assessing the growth 
performance the weight of the infant in relation to 
its age in completed months was taken into consid- 
eration. 


In the absence of standards of weight/age for 
Indian infants (based on extensive data on normal 
infants whose growth was not subject to socio- 
economic constraints), it was decided to use the 
conventional Harvard standards for boys and girls. 
In the absence of Indian standards based on actual 
studies on normal infants, the use of these stan- 
dards was considered justified especially as earlier 
studies reported from the National Institute of 
Nutrition, Hyderabad, had indicated that for older 
Indian children, the Harvard standards were in 
fact broadly applicable. 


We recognise that gradations of growth retar- 
dation are necessarily arbitrary; but they serve the 
practical purpose of providing a broad picture of 
the extent of growth retardation in: different 
groups. The gradation procedure very widely fol- 


lowed internationally is that of Gomez, according 
to which children with weight/age up to 90% of the: 
50th percentile are deemed normal, those with 
weight/age between 90% and 75% are in Grade 1 
of growth-retardation, those with weight/age bet-_ 
ween 75% to 60% in Grade 2 and those below 60% _ 
in Grade 3. The Indian Academy of Paediatrics 
(IAP) had recommended the cut-off limit of 80% _ 
of the 50th percentile as the limit of normalcy, 80% _ 
to 70% for. Grade 1, 70% to 60% for Grade 2, and 
below 60% for Grade 3; in addition, a fourth grade 
comprising children with weight/age less than 50% __ 
of the 50th percentile figure was also included. The. 
use of these cut-off points again is wholly arbitrary. 
The adoption by the IAP of 80% of the S0th per-. 
centile as the limit of normalcy may well be a con-_ 
cession to the practical reality that growth-retarda- 
tion in our children is very widespread. While the 
Gomez’s scale is widely used internationally. the 
IAP grades are being put to wide use in our Integ- 

rated Child Development Service (ICDS) and 

other programmes. Because of their merits arising 

from wide usage, we have adopted both these clas- 
sifications in the presentation of our growth data. 
We do recognise the limitations Be these classifica 

tions. | 


Use of devices: Salter weighing scales, one for 
weights up to 10 Kgs with reported accuracy up to” 
100 gms, and another for weights up to 210 Kg with 
reported accuracy up to 200 gms were used for. 
weight measurements. These scales were found to 
be accurate even after weighing 400 to 500 infants’ 
with each one of them. Infants were weighed with 
minimal clothes on. 


The interviewers were asked to measure all _ 
liquids in mls. or ounces and all solids (like milk 
powders, commercial cereals, etc.) in number of 
teaspoons. Standard feeding bottles indicating 
ounces and mls. were purchased and given to the 
interviewers. They were instructed and supervised | 
for measuring the liquids with the bottle and the | 
powders with teaspoons. ; 


Typed lists of brand names of commercial 
milk (CM) powders and commercial cereals (CC) } 
were circulated so that the interviewers could iden- 
tify the CMs and CCs separately, Lists of Block | 


~ numbers and their particulars were typed and cir- 

culated. Letters introducing the interviewers were 
Be: also given and copies of letters of permission ob- 
q tained from the Census Authorities were also dis- 
q tributed. Not to mention the usual accessories like 
__ bags, pads and pens, all of which made the inter- 
_ viewing easier. 


a Some terms used in the Study are explained 
below: 


Infant: An infant is a child from birth to the 
completion of 12 months of age. Age of infants was 
_ recorded in completed months. For example, a 
_ four months old child is anywhere between 4.0 to 
_ 4.9 months. Assuming that the distribution would 

_ be more or less normal, the mid-point 4.5 was used 

_ to assess their growth status. The infants included 
_ in this Study were also termed as ‘index children’ to 
- separate them from other infants in the house. 


Status of breast-feeding: The process of 
_ breast-feeding has a time dimension. The estab- 
_ lishment of breast-feeding needs a certain time and 
even the weaning is a slow process. Many points 
such as when breast-feeding was started, how long 
_ it was continued, when the first supplement (either 
milk or other food) was introduced and when 
_breast- feeding was stopped, all become important 
; in this connection. 


a 


A child was considered to be breast-fed only if 
reast-feeding was continued beyond 20 days of 
age. That ensured about 15 days of breast-feeding 
leaving the maximum period of five days to start 
breast-feeding. All those children in whose case 
- breast-feeding was stopped before 20 days of age 
_ were considered as ‘never-breast-fed’. 


Income: The household income per month 


was available in the schedule. The number of 
household members was also recorded. Comput- 
ing actual per capita income was thus possible. In- 
come was then recorded in two ways, first the total 
household income p.m. and then the per capita in- 
come p.m. computed from the actual household 
income. 


Per capita income categories had intervals of 
Rs. 25. Even this grouping was arbitrary but one of 
the categories included the per capita income val- 
ues used to demarcate poverty line. The Sixth Five 
Year Plan (India, 1981) gives the per capita income 
per month to define poverty line at the 1979-80 
prices to be Rs. 76 in rural areas and Rs. 88 in 
urban areas. Both these are covered in the interval 
Rs. 76-100 which is used in the present Study. 


Family type: Households or families were 
classified on the basis of these details by using the 
following descriptions for the different types: 


Nuclear family: It consists of the basic biologi- 
cal unit i.e. the husband, wife and unmarried chil- 
dren or a part of this unit. 


Extended family: A family having one nuclear 
unit and some additional members who do not 
form another nucleus is an extended family. 


Joint family: Two or more nuclear units stay- 
ing together with or without any other members 
form a joint family. 


Supplementary food refers to all foods given in 
addition to breast milk. 


Substitute food refers to all foods given to in- 
fants not receiving breast milk. 


Chapter 3 


The Population Studied 


The three Centres selected for this Study be- 
longed to three different States. Some relevant 
macro-level background information on popula- 
tion and socio-economic aspects in these three 
Centres is presented here. 


The macro-level picture 


Population characteristics: | Maharashtra, 
where the Bombay Centre is located, is more 
populous than both West Bengal and Tamil Nadu 
(where the Calcutta and Madras Centres are lo- 
cated) in terms of the actual population size. 
Moreover, the last decadal growth rate of the 
population was also higher for Maharashtra than 
for West Bengal or Tamil Nadu. Density-wise, 
however, the States in the order of high-to-low 
density are West Bengal, Tamil Nadu and 
Maharashtra. 


In 1981, a higher percentage of population 
lived in urban areas in Maharashtra (35), than in 
Tamil Nadu (33) and in West Bengal (26). The sex- 
ratio was much higher in Tamil Nadu (978) than in 
Maharashtra (938) and in West Bengal (911). 
Another indicator giving some idea of the social 
situation is the percentage of population of 
Scheduled Castes (SC) and Tribes (ST) to the total 
population. This indicator gives an idea of the 
proportion of traditionally neglected sections of 
population. The percentages of SC and ST popula- 
tion in the three States were 20.4 for Maharashtra 
26.2 for West Bengal and 18.9 for Tamil Nadu. 


z 


Economic characteristics 


The average landholding per cultivator (net 
sown area in hectares) was 2.8 in Maharashtra, 1.6 
in West Bengal and 1.3 in Tamil Nadu in 1975-76. 
The same ranking was seen when average per 
capita foodgrain production was taken into consi- 
deration. The percentage of population engaged in 
agricultural work was higher in Maharashtra than 
in Tamil Nadu or West Bengal. 


The employment situation was comparable in 
Maharashtra and Tamil Nadu but was very poor in 
West Bengal where work-participation rate was 
28.47, lower than the all-India average (33.44). 
With respect to proportions of population 
employed in industrial occupations, Maharashtra 
was first, West Bengal second and Tamil Nadu the | 
third. With respect to per capita income, 
Maharashtra was first, Tamil Nadu second and 
West Bengal the third. 


In all the three selected States, about 56%- 
59% of the rural population were below poverty 
line as against 51% for the country as a whole. The 
percentages of urban population below poverty 
line were Maharashtra (32), West Bengal (35), and 
Tamil Nadu (45), the correspa all-India fi- 
gure being 38%. 


Developmental indicators 


The literacy rate was slightly higher in 
Maharashtra (47.0) than in Tamil Nadu (45.8) or 


West Bengal (40.9). A similar situation is indicated 
by the number of students in primary and secon- 
dary schools per 1,000 population (as on 30-9- 
1979) which was more in Maharashtra than in 
Tamil Nadu or West Bengal. On this point, the 
situation in West Bengal was worse than that indi- 
cated by the all-India average. The communication 
facility in terms of road length per 100 sq.km. of 
area was better in West Bengal than in Tamil Nadu 
or Maharashtra. The domestic consumption of 
electricity per capita (kwh) for 1980-81 was more in 
Maharashtra than in the other two States. 


Compared to Maharashtra, Tamil Nadu had 
lower birth rates and higher death rates in both 
rural and urban areas. The IMR in the rural areas 
of Tamil Nadu was higher than that in rural 
Maharashtra but IMR in urban Tamil Nadu was 
slightly lower than that in urban Maharashtra. 
West Bengal had higher birth rates both in rural 
and urban areas. Its death rate in rural areas too 
___was higher, but that in urban areas was lower. 


On most of these indicators, all the three 
States seemed to be in a better situation as com- 
pared to all-India averages. Each of these States 
has a metropolitan city whose characteristics 
' strongly influence the State averages and so in 
terms of development and socio-economic situa- 
tion, the State averages turn out to be better than 
the all-India averages. 


~. 


Characteristics of the samples 


The secondary data presented earlier pro- 
vides only a macro-level view of the situation pre- 
vailing in the three States where-the Centres for the 
Study were located. However, this view is 
adequate only to meet the purpose of broadly dif- 
ferentiating between the overall socio-economic 
situations there. A great deal of information about 
the infants and their families in our Study was col- 
lected in specific Study Groups. The characteris- 
tics of the actual samples studied in each Centre 
are presented in Table 3.1. 


Religion and caste 
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An expected characteristic of the samples at 
all the three Centres was that Hindus were in a 
majority everywhere: their percentages were 83 at 
Madras, 74 at Calcutta and 71 at Bombay. The 
only other religious group with a substantial 
strength in the sample at Calcutta was Islamic and 
24% infants belonged to it. In Madras, Muslims ac- 
counted for 9.7% and Christians 6.6%. Bombay 
was quite varied with Jains and Buddhists in large 
numbers. Infants from backward castes, scheduled 
castes and tribes were 32%, 29% and 12% respec- 
tively in Bombay, Madras and Calcutta. 


Mother-tongue 


The major languages at the three Centres 
were: Marathi at Bombay (58%), Bengali at Cal- 
cutta (73%), and Tamil-at Madras (77%). Apart 
from these, other languages applicable in the case 
of at least two per cent infants in the sample were. 
Urdu, Hindi, Gujarati, Telugu and Tamil at Bom-_ 
bay; Urdu and Hindi at Calcutta; and Telugu and 
Malayalam at Madras. . 


Type of family 


The percentages of infants belonging to nuc- 
lear families were 54% at Madras, 53% at Calcutta 
and 46% at Bombay. More than 50% infants be- 
longed to nuclear families in the peri-metropolitan 
areas of Calcutta and in all Study Groups of Mad- 
ras. The situation at Bombay was totally different; 
comparatively more infants at this Centre were liv- ~ 
ing in extended or joint families. The inflow of mig- 
rants not only into Greater Bombay but also into the 
towns nearby and the housing shortage in the met- 
ropolis might have influenced this type of family. 


Size of family 


Families were also divided by their size into: 
i) Small.families (1-5 members), 


Table 3.1—Socio-cultural profiles of the Centres 


Characteristics Percentage distribution of infants 
Bombay — Calcutta Madras 
Religion 
ei Hinduism TO} 74.5 82.7 
‘Islam 15.8 2a) ee Fe | 
Christianity 3.0 0.2 6.6 
Buddhism 6.9 - = 
Jainism Sig | 0.5 0.7 
Others 0.6 Ot 0.1 
NR 0.3 1.0 0.2 
Caste 
Brahmins et 11.0 2.94 
Advanced Castes 30.5 48.3 50.9 
Backward Castes 19.8 0.3 11.6 
Scheduled Castes and Tribes 12.0 12.0 17.4 
NA 29.2 = i 16.9 
NR 1.4 3.8 0.3 
-Mother-tongue , 
Marathi 58.3 - 0.1 
Bengali 0.4 BOE — | 
Tamil Pal 0.2 Ade 
Hindi 8.0 10.1 0.33 
Malayalam Pee) —=-14.4 4.6. 
Telugu ; 3.0 0.1 12.4 
Gujarati 6.2 ~ 02 0.6 
Others 9.2 a 4.5 
NR 0.1 0.2 a 
Type of family 
Nuclear 45.7 S226 54.1 
Extended 22 20.8 23.9 
Joint 29e1 20i3 22.04 
Size of family 
Small 41.7 43.7 48.7 
Medium 42.1 39.7 38.4 | 
Large 16.2 16.6 12.9 


NR_ Not recorded NA_ Not applicable 
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4 ii) Medium-sized families (6-9 members), 
é ii) Large families (10 or more members). 


a Madras had high percentage of infants in 
small nuclear families. At Bombay more infants 
belonged to large joint families. Higher percen- 
tages of infants in the semi-urban areas at all the 
~ Centres belonged to small nuclear families. In the 
tural areas, (except at Calcutta), and in the small 
___ towns at all three Centres, more infants belonged 
__ to large joint families. 


a Educational status 


. A person who had education up to secondary 
school level was considered to be educated. The 
_ proportion of educated adults among all adults (15 
years of age or older) in the family was treated as 
~ anindicator of the educational status of the family. 


| Centres belonged to families who did not have a 
_ single educated member and, therefore, these 


families had low educational status. Their percen- 


tages were 69 at Calcutta, 57 at Madras and 53 at 


| 
| 
| 
| 
3 More than 50% of infants at all the three 
| Bombay. 


‘ The Study Groups where a high percentage of 
infants belonged to “low” educational status 
families were R (70%) at Bombay; SU (83%), R 
(83%) and T2 (71%) at Calcutta; and R (84%) at 
_ Madras. Only at Bombay, quite a few infants in SU 
33%) and T1 (30%) belonged to “high” educa- 
4 ~ tional status families (in which more than pe or all 

_were educated). 


Housing and water supply: 


The percentages of infants living in hutments 
were highiat Madras (39) and at Calcutta (26) while 
_ the percentage was comparatively low at Bombay 
(19). (Table 3.2.) However the percentage of in- 


fants living in one-room dwellings was considera- 
bly higher at Bombay (52) than at Calcutta oD 
and at Madras (35). 


At Bombay, a majority of infants’ families 
were getting piped water supply, the rural area 
being the exception. Piped water supply was avail- 
able to about 52%-53% of the infants at Calcutta 
and Madras. At Calcutta an additional 43% in- 
fants’ families had access to water from tube-wells 
while this was so in the case of only 18 per cent in- 
fants at Madras. By and large, the first two sources 
serve two different groups of people and it is possi- 
ble to add up the percentages for them in order to 
have a rough idea of the prgportion of those with 
access to safe water. It is seen that Madras fared 
poorly as about 27% infants’ families were Mee 
safe water. 


The Study Groups where more than 20% in- 
fants did not receive safe water supply were 
R(Bombay)—56% ; T1(Calcutta)—22% ; and SU, 
R and T1 (Madras)—73% ,’63% and 63% pele 
tively. 


Parents’ occupational status 


More than 60% infants belonged to “single 
worker families” at Calcutta and Madras. The situ- 
ation was much different at Bombay; almost equal 
percentages of infants were in one-worker and 
two-or-three-worker families. Only one to two per 
cent of all infants belonged to “no-worker” 
families. 


The fathers of about 95% infants at all the 
three Centres were working. Those of 17 infants at 
Bombay, 20 at Calcutta and 11 at Madras were 
seeking work. Those of 13 infants at Bombay, 12 at 
Calcutta and 29 at Madras were not working for 
reasons such as.retirement, disability, etc. Not all 
mothers were working. Only 334 or 18.4 per cent at 
Bombay, 60 or 4.4 per cent at Calcutta and 92 or 
5.3 per cent at Madras were working. 


The work participation of mothers in Bombay 
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was very high as compared to Calcutta and Mad- 
ras. Among the working mothers, the proportion 
of infants having mothers working on full-time 
basis was lower at Bombay as compared to that of 
the other two Centres. 


Bombay also had a high number of infants 
whose parents were both working. These infants 
were 17.2% at Bombay, 3.6% at Calcutta and 
4.5% at Madras. Infants whose parents were both 
not working numbered 27 (1.5%) at Bombay, 28 
(2.0%) at Calcutta and 35 (2.0%) at Madras. Only 
in three cases at Bombay and in one each at Cal- 
cutta and Madras mothers were working and the 
fathers were not. | 


House-hold inceme and per capita 
income per month 


According to the Draft Sixth Five Year Plan 
(India,1981) per capita income of Rs. 88/- and Rs. 
76/- at 1979-80 prices, are the cut-off points for the 
poverty lines in urban and rural areas, respec- 
tively. We have adopted an interval of Rs. 50/- to 
Rs. 100/-. Per capita incomes of Rs. 101-200 form 
one category and those of above Rs.200/- form 
another one. The cut-off points mentioned in the 
Plan fall in the second category of per capita in- 
come between Rs. 51-100 p.m. given in the Table 
3.3. We have considered those earning per capita 
incomes of Rs. 50/- or less to be ‘very poor’. We de- 


Table 3.4—Percentage distribution of Infants by place of delivery in different Study Groups 


Centre and Study Group Percentage distribution of infants by place of delivery 
Home  Govenment/ Private NR 
Localbody — Hospitalor 
hospital Nursing Home 
Bombay 
City 13.8 59.2 26,9 0.1 
SU {3:3 35.0 50.7 1.0 
R 59.2 22.4 18.4 ~ 
T1 9.6 32.5 57.6 0.3 
a 26.7 66.6 6.7 ~ 
- All groups 18.2 S4c5 30.1 0.2 
a ee 
Calcutta 
persClty 2500 =01,6 16.5 0.4 
SU 46.1 2.0 1.9 ~ 
R 62.4 33:6 4.0 ~ 
ick 29.6 56.3 9.8 2 
F2 33.3 D237 11.0 _ 
All groups 35.6 52.8 11.0 0.6 


City 


9.0 65.2 25.6 0.2 

es 23.9 55.7 20.4 : 

R 55.1 40.2 4.7 S 

TM 30.3 41.7 27.7 0.3 

0 ae 50.0 36.0 13.7 0.3 
Pp 26.4 52.6 20.9 0.1 


cided to have the corresponding cut-off point for 
house-hold income at Rs. 300/- p.m. for the pov- 
erty line. 


a While the sample at Bombay was charac- 
_ terised by extremes, the samples at both Madras 
__ and Calcutta were skewed with high percentage of 
B poor. 


E Differences in socio-economic situations as 
between different Centres were statistically sig- 
nificant. The implication of this finding was that 
the samples at the three Centres could not be 

__ merged together. The analysis of data had to be 
_ done separately for each Centre. 


Our respondents 


E The biological mothers of the infants were to 
_ be our respondents. But it was anticipated that ina 
__ few cases infants might not be in the care of their 
natural mothers and the investigators were in- 
structed to interview women taking care of the in- 
i fants. 


____ Five infants were in the care of their grand- 
- mothers and one each of step-mother and some 
_ other women relatives. Five infants had been given 
in adoption and their adopted mothers looked 
4 after them. The adopted mothers were the respon- 
dents because their households were in our 
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sample. 


As many as 50% to 60% infants’ mothers at 
the three Centres had married between 15 and 19 
years of age. About 20%-25% infants’ mothers 
had married when they were 20-24 years old. 


Place of delivery 


About half the infants were born in the medi- 
cal institutions managed by the government or 
local bodies at all the Centres. The number of 
those born in private hospitals or at home, how- 
ever, differed from Centre to Centre. More infants 
were born in private hospitals and nursing homes 
at Bombay (30%) than at Madras (21%) or Cal- 
cutta (11%) (Table 3. 4). Deliveries conducted at 
home were more at Calcutta (36% ) than at Madras 
(26%) or Bombay oe 


The differences between the Study Groups re- 
lating to place of delivery at each Centre were 
quite conspicuous. Though they were in close 
physical proximity to the cities, the rural areas had 
the highest percentages of deliveries conducted at 
home at all the Centres; the situation was similar, 
though less pronounced, in the smaller towns (T2) 
everywhere. Within the Centre, in comparative 
terms, these percentages were lower in T1, SU and 
City at Bombay; City, Tl and T2 at Calcutta; and 
City, SU and T1 at Madras. These Study Groups - 
also had a higher percentage of infants born in pri- 
vate hospitals and nursing homes. 


Chapter 4 


Initiation and Establishment of Breast-feeding 


It is now widely held that the infant should be 
put to breast as soon after birth as possible, after 
the mother recovers from the immediate physical 
exhaustion of labour and delivery. The unique nut- 
ritional properties of colostrum, and the disadvan- 
tages to the infant of discarding colostrum are now 
well-recognised. It is, therefore, important to 
know, how soon after birth the infant is put to 
breast. 


The practice in this regard was found to vary a 
great deal in the three Centres. The data are pre- 
sented in Table 4.1 and Charts 4.1 and 4.2. 


At the Bombay Centre, breast-feeding was in- 
itiated only after 48 hours after birth in an over- 
whelming majority (79%) of infants. Seventeen 
percent infants received their first breast-feed bet- 
ween 24 to 48 hours after birth, and only 3% within 
the first 24 hours. 


On the other hand, at the Calcutta Centre, as 
many as 48% of infants were put to breast within 24 
hours after birth, another 18% between 24 to 48 
hours and only the remaining one-third of infants 
had to wait till the third day to start obtaining 
breast-feed. 


The Madras Centre seemed to occupy an in- 
termediate position. Twentyfour percent of infants 
received their first breast-feed within 24 hours 
after birth, 16% between 24 to 48 hours and the re- 


maining one-third had to wait for longer than 48 
hours. 


There were differences between Study 
Groups within each Centre. Notwithstanding 
these differences, in all Study Groups an over- 
whelming majority of infants were put to breast for 
the first time, only after 48 hours after birth at 
Bombay. The salutary practice of initiating breast- 
feeding within 24 hours after birth was evident in 
all Study Groups at Calcutta in a much higher 
proportion (39% to 63%) than in Bombay (less 
than 5%) and in Madras (9% to 31%). 


In all Centres, the percentage of children re- 
ceiving their first breast-feed more than 48 hours 
after birth, was higher in the rural areas than in the 
cities. 


In all Centres, breast-feeding was initiated 
more than 48 hours after birth, in a higher propor- 
tion of infants born at home (86%, 41% and 81% 
in Bombay, Calcutta and Madras respectively 
than in infants born in Government or private hos 
pitals (76%-78%, 28%-37%, and 52%-54% i 
Bombay, Calcutta and Madras respectively). 


Pre-lacteal feeds 


The practice of giving the infants some fee 
before breast-feeding was initiated was found tob 
widespread in all three Centres. 


At the Bombay Centre, only 14% of all in 
fants in the entire study, did not receive any pre 
lacteal feed. Of these, 2% were infants in whon 
breast-feeding was initiated within 24 hours, a littl 
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Chart 4.2—Time of initiation of breast-feed and place of delivery 


3 1 2, 
Calcutta 


Time of initiation 
CJ Within 24 hours 
[} During 2447 hours 
MA After 48 hours 


Place of delivery 

1 — At home 

2— At government hospital 
3 — At private hospital 


Madras 


over 2% were infants who.were put to breast bet- 
ween 24-48 hours after birth; the remaining 9% 
were infants who started getting breast milk only 
48 hours after birth. These latter infants thus re- 
ceived no feeds for the first 48-hours after birth. Of 
the 86% of infants at Bombay who received pre- 
lacteal feeds, there was a very small number of in- 
fants who were receiving both breast milk and pre- 
lacteal feeds within the first 24 hours after birth. 
The usual pre-lacteal feeds were sweetened water 
— sweetened with sugar, glucose or jaggery 
(31%), animal milk (23%) and honey (20%). The 
disturbing finding was that 4.4% of infants were 
given commercial milk foods (CM) as pre-lacteal 
feed. An additional 6% were given ‘some milk’ as 
a pre-lacteal feed but the mothers were not sure 
whether it was commercial milk food or animal 
milk, as all these mothers/infants were in the hospi- 
tals at the time and the infants were being fed by 
nurses. In all likelihood, these infants (or at least 
most of them) were in fact receiving commercial 
milk foods (CM). Thus it would appear that 10% 
of infants in Bombay were introduced to CM be- 
fore breast-feeding could be initiated, and most of 
these were infants delivered in hospitals. 


The longer the wait before breast-feeding was 
initiated, the greater the use of commercial milk 
foods as pre-lacteal feed. Thus among infants put 
to breast within 24 hours after birth, 8% were 
given pre-lacteal feeds of CM; the percentage shot 
up to 25% for infants who received their first 
breast-feed between 24-48 hours and to 30% for 
those in whom feeding was initiated more than 48 
hours after birth. 


_At the Calcutta Centre, though breast-feed- 
ing was initiated within 24 hours in 47.6% of all in- 
fants, more than half of them received pre-lacteal 


feeds in addition. The pre-lacteal food in wide use © 


in Calcutta was either sweetened water or honey. 
In Calcutta also 5.3% of infants received CM as 
pre-lacteal feed. This again, as in Bombay, may be 
an underestimate, as many of the infants reported 
to have received ‘milk’ in hospitals, might have re- 
ceived CM. 


In the Madras Centre, the most widely used 
pre-lacteal feed was water sweetened with sugar, 
glucose or jaggery. Unlike in Bombay and Cal- 


cutta, the use of CM as pre-lacteal feed was insig- 
nificant. 
Plain water was the pre-lacteal feed in 16% of 
infants in Bombay, 11% in Calcutta and 1% in| 
Madras. Other foods used as pre-lacteal feeds in all 
Centres on a much smaller scale were ‘gripe- 
water’, ghutti, tea, coffee. In rare instances, a nurs- 
ing woman other than the mother provided her 
breast milk to the infant, before the mother could 
initiate breast-feeding. Castor oil was used as pre- 
lacteal feed in 2.3% of infants in Bombay, butif all 
infants from the three Centres were considered to- 
gether, this practice of giving castor oil was found 
to be negligible. § 
It will thus be seen that the practice of using 
commercial milk food as pre-lacteal feed was seen 
in a significant proportion of infants in Bombay 
and Calcutta, unlike in Madras. In both Bombay 
and Calcutta, this practice was commoner in in- 
fants of mothers with higher educational status 
(7% and 15% in Bombay and Calcutta respec- 
tively), than in those of mothers with lower educa- 
tional status (4% and 3% in Bombay and Cal- 
cutta). It was much commoner in infants of 
families of high income levels of more than Rs. 201 
per capita per mensem (12% in Bombay and 22% 
in Calcutta) than in infants of families of low in- 
come of Rs.50 per capita per mensem or less (1.5% 
in Bombay and 1% in Calcutta). It was commoner 
in infants born in hospitals than in-those born in. 
homes. Thus 9% of infants born in private hospi- 
tals and 4% in government hospitals received CM 
as pre-lacteal feed as against 1% of infants born at 
homes in Bombay. The corresponding figures for 
Calcutta were 18%, 6% and 0.2%. In the interpre- 
tation of these data, it must of course be remem- 
bered that affluence, higher level of education and 
delivery in hospitals (as against homes) often go to- 
gether. CM was more often used as pre-lacteal 
feed in infants who were put to breast more than 48 
hours after birth (11%) than those in whom breast- 
feeding was initiated earlier (less than 4%). 


The practice of offering pre-lacteal feeds with 
a bottle (thus introducing the ‘bottle’ to the infant 
before the breast), was followed with respect to as 
many as 19% of infants born in Bombay and 5% in 
Calcutta. The practice was negligible in Madras. In 


Bombay, it was mostly infants who were given CM 
__as pre-lacteal feed that were fed by bottle. 


> Pre-lacteal feeding and subsequent 
lactation performance 


Table 4.2 sets out data which provide an indi- 


_ Cation of the relationship between pre-lacteal feed- 
_ ing and subsequent lactation performance. It will 
be noticed that in all the three Centres, a much 
a higher proportion of infants who received no pre- 
___ lacteal feeds were exclusively breast-fed for longer 


- duration than those who received pre-lacteal 


a feeds. In all the three Centres, the highest propor- 


_ tions of infants who started receiving supplements 
| in early infancy were seen in those who had re- 
__ ceived CM as pre-lacteal feed. These observations 
| do not necessarily prove a cause and effect re- 


= lationship between pre-lacteal ‘experience’ and 
_ subsequent lactation performance. Both these 
practices may well be attributable to a common 
factor such as lack of maternal motivation, afflu- 
ence, and/or inadequacy of lactation performance. 
_ Since the longer the period after birth before 


__ breast-feeding is initiated the greater the chances 
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_ (and need) for prelacteal feeding, these observa- 
tions must serve to further underscore the need to 


educate mothers to put their babies to breast as 
soon as possible after delivery. 


Establishment of lactation 


A period of 15-20 days of continuous breast- 
feeding after birth was considered in this Study, as 
the criterion necessary to confirm the establish- 
ment of lactaion. If breast-feeding was given up be- 
fore this point, the child was considered to be as 
good as ‘never-breast-fed’. The number of such 
‘never-breast-fed’ infants was small: 42 of 1820 in- 
fants in Bombay (2.3%), 26 of 1377 infants in Cal- 
cutta (1.9%), and 54 of 1729 infants in Madras 
(3.1%). While in Bombay and Calcutta the pro- 
portion of ‘never-breast-fed’ infants belonging to 
higher income groups was greater than among 
those belonging to the poorer income groups. This 
relationship was not observed in Madras. In all 
Centres, there were ‘never-breast-fed’ infants 
among the poor and among the rural population as 
well, though they constituted a very small propor- 
tion of all infants in these groups. 


Eleven of the 42 ‘never-breast-fed’ infants at 
Bombay, 12 of 26 at Calcutta and 15 of 54 at 


Table 4.2 — Age of infants at starting supplementary food in relation to type of pre-lacteal feed 


Percentage of infants started on supplementary food 


Pre-lacteal Before end of Before end of Before end of 
Feed one month four months six months 
1 2 3 2 3 1 2 3 

CM . 56.1 DIO 100.0 92.5 94.2 - 98.5 100.0 _ 
AM 26.6 44.1 60.0 69.6 84.4 85.0 87.3 98.7 100.0 

~ Milk not 

identified 33.3 - - 88.8 - ~ 96.3 = s 
Others 23.9 45.9 28.3 70.8 89.0 80.7 90.6 97.4 93.6 

- No pre- fae 
lacteal feed 21.9 34.4 29.6 66.7 ee 86.1 87.6 94.9 33.9 
1. Bombay 2. Calcutta 3 Madras CM Cammercial Milk- AM Animal Milk. 


Madras were not put to breast at all. 


Reasons for ‘never-breast-feeding’, as ad- 
vanced by the mothers are set out in Table 4.3. 


Table 4.3 — Reasons given for not establishing 
breast-feeding 


Centre Distribution of ‘never-breast-fed’ 
infants by reason 
1 2.) OVA eee. NR otal 
Bombay 20) Ae ASS Deere ne. AD 
Calcutta iiss hice kad 1 1 t 1 4 26 
Madras SDs 0" i. Seen | 1 ee 


(1) No breast milk or inadequate quantity of breast milk; 
(2) Problems with nipple or child’s lips; (3) Illness of mother; 
(4) Illness of child; (5) Advised by health personnel*; (6) 
Mother is figure-conscious; (7) Mother not staying with child. 
* Information as given by the mother. Information elicited on 
further specific questioning is discussed below. 


; In addition to the question on the reasons for 

never breast-feeding, the mothers were specifi- 
cally asked if they had been advised by any one not 
to breast-feed the child. At Bombay, 30 out of 42 
mothers responded to the query and six of them 
said that they were given this advice by doctors. 
The reasons for the advice were: mother was 
diabetic (1), she had “TB” (1), she was ill (illness 
not identified) (1), child was ill (1), the child was 
premature (1), and “the blood-groups of the 
motner and the child did not match” (1). At Mad- 
tas 46 mothers answered our question. Apart from 
six of these all others said that they had received no 
such advice. cs 


Had these mothers made any attempt at es- 
tablishing breast-feeding? Thirty-eight of the 42 
mothers at Bombay answered this question. 
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Twenty mothers said that they continued to nurse” 
the child for some time but the others said that they 
did not make any efforts. Among the 20 mothers — 
who had made an attempt, six did so for only about 
a week. Three mothers took action in other direc- 
tions such as consulting a doctor and taking 
medicine to increase the output of milk in addition — 
to persevering with breast-feeding. At Calcutta, 
the information was available for 17 mothers, 
seven of whom made a continued effort at breast- 
feeding, though it was only for a week or so in the 
case of two mothers. The remaining ten did not 
make any attempt. Two mothers consulted a doc- 
tor as well. At Madras, 30 of the 37 mothers who 
answered our question said that they continued to 
put the child to breast; 13 of them, however, gave 
up after a week’s time. Seven mothers did not 
make any attempt. 


The category of ‘never-breast-fed’ infants 
may be considered to include two broad sub- 
categories: (a) infants of the affluent high socio- 
economic groups whose mothers may not (or may) — 
have suffered true lactation failure, and (b) infants 
of poor mothers who must have suffered from 
either primary or secondary lactation failure. It is 
important that the proportion of such mothers is 
indeed very low. 


“On demand” or “on schedule”’ feeding 


_ Breast-feeds may be given either on ‘demand’ 
i.e. whenever a child cries indicating hunger or 
may be given on the basis of a regular time — 
schedule. Current advice is to feed “on demand”. 
A large percentage of nursing mothers at Calcutta 
(96%) and Madras (93%) and 83% at Bombay 
were feeding their infants “on demand”. Sixteen 
per cent of infants at Bombay, 3% at Calcutta and 
7% at Madras were fed “on schedule”. 


Larger proportions of mothers in the ‘elite 
groups’ still seem to be under the influence of the 
advice to feed “on schedule”. These groups tend to 
have similar characteristics at all the three Centres. 
Briefly, the infants breast-fed “on schedule” be- 
longed to high socio-economic groups and their 
mothers were better educated. 


b Frequency of feeding 


Many mothers including some of those who 
_ were feeding the child “on demand” could tell us 

the number of times in the day when they put the 

child to breast. However, as many as 15 per cent 
_ mothers at Bombay and 10 per cent at Madras 
_ could not give us the number. The process of feed- 
E ing “on demand” went on in such a way that the 
_ mothers could not decide upon any particular 
_ number and we accepted this fact. Under the situa- 
_ tion, we can, for purposes of analysis, safely club 

_ the category “cannot say” with the category “11 or 
more”. (Table 4.4) 
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2s The distribution of breast-fed infants in the 
_ ‘very young’ (under 3 months), ‘young’ (3-6 
months) and ‘older’ (more than 6 months) infants 
Ee was 425, 423 and 771 at Bombay, 372, 350 and 569 
at Calcutta, and 405, 346 and 696 at Madras. 


F 

3 

F That older infants would get fewer breast- 
_ feeds is only to be expected. Yet, a majority of in- 
_ fants even in ‘older’ age-group continued to get 
more than six feeds per day. There were differ- 
ences between the Centres. More infants at Cal- 
__cutta received more number of feeds. 


By and large, there were very few among the 
‘very young’ breast-fed infants who were given less 
than five Lreast-feeds in a day. At Calcutta and 
Madras, among ‘very young’ infants fed “on 
schedule”, 44% and 26% respectively were breast- 
fed less than five times a day. These proportions 
were much higher than those among all ‘very 
- young’ infants, which weze 4% and 6% at the two 
Centres respectively. Twenty-one per cent of in- 
fants in this age-group at Calcutta belonged to 
families with a high monthly per capita income of 
Rs. 201 or above. (Table 4.5) 
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At the other end were the older children who 
were breast-fed 11 or more times a day (Table 4.6). 
At Bombay, Calcutta and Madras 27, 35 and 23 per 
cent infants respectively belonged to this category. 
Our data show that income and mother’s educa- 
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tion are important factors in this connection. In- 
fants of this category were definitely more at all 
Centres, in families with a low monthly per capita 
income of Rs. 50 or less and with illiterate mothers. 
It is possible that in the case of infants of poor 
mothers who could not afford supplementary 
foods, the frequency of breast-feeding was greater. 


Difficulties in breast-feeding 


A majority of mothers at Bombay (95%) and 
Madras (98% ) did not have any difficulty in breast- 
feeding. At Bombay, 36 mothers had “some prob- 
lem” with the breasts; eight had a child who could 
not suck; another group of 38 mothers reported 
some illness which prevented them from breast- 
feeding. At Madras 33 mothers had reported 
difficulties and 29 of these said that there was 
“some problem” with the breasts. 


Comparatively, the number of mothers with 
problems in breast-feeding was more at Calcutta. 
As many as 13% of the nursing mothers talked of 
some problem or the other. Many of those men- 
tioning a problem (about two-thirds of these 
mothers) talked about their ‘weakness’ and ‘illnes- 
ses’ and a few of “problems with the breasts”. 


Breaks in breast-feeding 


How many mothers who had established lac- 
tation and who had not yet completely weaned 
their infants had to disrupt breast-feeding for one 
reason or the other? We considered breaks of 
more than three days duration. Not many mothers 


stopped breast-feeding for more than three days. 
Those who did so once were 44, 27 and 8 at Bom- 


bay, Calcutta and Madras respectively. Just three 
mothers at Bombay, only one at Calcutta but none 
at Madras reported two breaks. The reason for a 
temporary stoppage was usually either mother’s 
illness or the infant’s illness. The mothers giving 
these reasons were 22 and 23 at Bombay, 17 and 11 
at Calcutta and 4 and 3 at Madras. Other reasons 
for temporary stoppage included inadequacy of 
breast milk and advice from a doctor to stop 
breast-feding temporarily. 
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Table 4.5—Distribution of very young infants (0-3 months) according to number of breast-feeds given 


Centres Percentage distribution of very young infants 
by number of breast-feeds per day 


4 or less 5-10 Lice 
_ Bombay 
_ Nature of feeding On demand 3.0 65.7 316 
s On schedule 6.6 66,9 6.5 
_ Percapitaincome p.m. (Rs.) 50 or less 4.0 65.6 30.4 
51-100 2.6 69.2 28.2 
101-150 3.8 a i BE 25.0 
151-200 ~ 67.2 S2es 
201 + hve 75.0 17S 
_ Calcutta 
~ Nature of feeding Ondemand 3.0 41.2 55.0 
" On schedule 44.4 55.6 - 
_ Per capitaincome p.m. ( <s.) 50 or less 5.0 31.4 62.8 
51-100 Sz 41.8 53.8 
101-150 - 55.9 44.1 
151-200 - 50.0 50.0 
7 201+ 21.0 | 63.2 15.8 
_ Madras 
_ Nature of feeding On demand a 9 69.7 24.9 
: On schedule 26.3 one - 
- Per capita income p.m. (Rs.) 50 or less 6.1 66.7 26.7 
51-100 G2 65.4 28.4 
101-150 7.0 83.7 aac se 
151-200 8.3 83.4 8.3 
201 + 5.0 80.0 15.0 


RE SS eo 2a cee eS aE 


The row totals may not add upto 100.0 as NR category is not presented in the Table. 
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Table 4.6—Distribution of older infants (6-12 months) according to number of breast-feeds given 


Centres Percentage distribution of older infants by 
number of breast-feeds per day 


4 or less 5-10 11-44 
_ Bombay 
Per capita income p.m. (Rs.) 
50 or less . Ae 59.6 32.9 
51-100 6.0 62.2 314 
101-150 10.7 62.5 26.8 
151-200 10.7 70.7 18.6 
20h: Zor 66.7 7.6 
Mother’s education 
Illiterate a9 58.7 37.0 
Primary + middle school 9:3 63.0 214 
High school + i Wass 68.8 13.4 
EE es oa RI 
Calcutta 
Per capita income p.m. (Rs.) 
50 or less PRES 49.0 47.0 
51-100 3.6 61.5 34.9 
101-150 11.0 62.5 24.5 
151-200 i 50.0 26.5 
Z201-F 32.0 64.0 4.0 
Mother’s education 
Illiterate 1.8 45.6 Siva 
Primary + middle school ee) 69.8 27.3 
High school + 20.4 65.5 13.4 


Madras 
Per capita income p.m. (Rs.) 


50 or less tet 64.4 28.5 
51-100 12.8 69.1 18.1 
101-150 14.3 66.7 19.0 
151-200 16.7 66.7 16.6 
201 + | 22.0 54.3 22.8 
Mother’s education: | : 
Illiterate 6.2 62.6 31.2 
Primary + middle school 10.8 67.0 22.2 
High school + 15.3 67.0 17.7 


The row totals may not add up to 100.0. as NR category is not presented in the Table. 


Table 4.7—Special foods for nursing mothers 


Centres and Study Groups Percentage distribution of nursing mothers taking special food 
Takes special Doesnottake Total N 
food special food 
Bombay 
City 14.8 85.2 100.0 698 
SU 1253 87.7 100.0 171 
R 10.6 89.4 100.0 94 
Th 13.8 86.2 100.0 282 
T2 14.7 85.3: 100.0 368 
Total 14.1 85.9 100.0 
Sample size (N) 22] 1386 | ~ 1613 
Calcutta : 
City 56.0 44.0 100.0 416 
SU 39.6 60.4 100.0 48 
R. 40.7 59.3 100.0 241 
T1 . 21.0 79.0 100.0 290 
eZ 39.5 60.5 100.0 291 
Total ? 40.9 59.1 100.0 
Sample size (N) 526 760 - 1286 
eee 2 ee 
Madras 
City 14.2 85.8 100.0 661 
SU 14.1 85.9 100.0 71 
R 5.6 94.4 100.0 196 
Et 8.1 91.9 100.0 260 
T2 6.8 be Ps 100.0 250 
Total 10.6 89.4 100.0 
Sample size (N) 153 1285 ~ 1438 


EE 
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“Special” foods used by nursing mothers 


Fourteen per cent (of 1613 mothers) at Bom- 
bay, 41 per cent (of 1286 mothers) at Calcutta, and 
11 per cent (of 1438 mothers) at Madras were tak- 
ing “some more diet than what they would nor- 
mally take”. Their percentage in different Study 
Groups ranged between 11 and 15 at Bombay, bet- 
ween 21 and 56 at Calcutta and between 7 and 14 at 
Madras. Tables 4.7 and 4.8 give the details. Thus 
the practice of taking special foods by mothers dur- 
ing lactation was more widely prevalent at Calcutta 
than at other Centres. 


- A majority of the nursing mothers who were 
on special diet consumed more milk or had some 
milk preparation; their percentages were 41, 39 
and 32 at Bombay, Calcutta and Madras, respec- 
tively. Some food items traditionally considered 
helpful in improving mothers’ health and her 
capacity to breast-feed like preparations of Methi, 
laddoos of Rawa, Besan, gum, etc. were men- 
tioned by 11 per cent at Bombay, by nobody at Cal- 


-cutta and by only 2 per cent at Madras. Eggs were 


not taken by many; those who did so as an addi- 
tional item were very few at Bombay (6%), Cal- 
cutta (7%), and Madras (3% ). Non-vegetarian dis- 


hes were consumed more at Madras (27%) than’ 


at Calcutta (2%) and Bombay (5%). Fruits were 
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selected by some at Bombay (9%) and Calcutta 
(12%) but by nobody at Madras where tonics and 
vitamins or malt foods were taken by compara- 
tively more mothers (26%). Though tonics and 
vitamins were not so common at Bombay (2%) 
and Calcutta (7%), as many as 30 per cent mothers 
in Tl at Calcutta were taking them. Four mothers 
preferred taking less quantity of food. This prac- 
tice was not found at Madras. 


On the whole, eating the everyday food in 
larger quanitities or taking milk were common 
everywhere. Among other items, specially meant 
for a nursing mother, fruits and eggs were taken by 
some mothers at Bombay; fruits, tonics and vita- 
mins by some at Calcutta while non-vegetarian 
preparations and tonics and vitamins were prefer- 
red by many at Madras. | 


The duration over which nursing mothers 
took “special foods” over and above their normal 
diet was varied. At Bombay 42% mothers and 
44% mothers at Calcutta could do so for a short du- 
ration of less than a month. The percentages of 
those who did so for 1-3 months were 22, 49 and 20 
at Bombay, Calcutta and Madras, respectively. 
Another relevant finding at Calcutta was that birth- 
order of the child was an important factor; the pro- 
portion of mothers taking special foods was higher 
(52%) when mothers nursed their first-born. 


Chapter 5. 


Duration of Breast-feeding 


“Breast-feed as long as possible” has always 
been considered to be good advice. But how long 
do Indian mothers breast-feed their children? A 
child may be breast-fed (a) “exclusively”, or (b) 
partially and given “supplementary” feed and, 
there comes a time when a child is no longer breast- 
fed (“completely weaned”) and is entirely on “sub- 
stitute foods”. In this section data on the duration 


of “exclusive” breast-feeding and reasons for con- 


tinuing it for infants of 6-12 months and data on 
“total duration” of breast-feeding (exclusive plus 
partial breast-feeding) for 12-month-old infants, 
are presented. 


In order to get a reliable estimate of the dura- 
tion of ‘exclusive’ breast-feeding, we have taken 
into consideration here infants who were in the 
age-group of 10-12 months at the time of interview. 


Chart 5.1 gives percentages of breast-fed in- 
fants at different ages. The decline in percentage of 
exclusively breast-fed infants with increasing age is 
much more gradual up to four months at Bombay 


(100 ----- 87 ----- 85 ----- 74 ----- 66) than at both Cal- 
cutta (100 ---- 81 ----- 51 ----- 47 ---- 35) and Madras 
(100 ----- Q5 ----- 71 ----- 69 ----- 45). At the age of 


eight months too the percentage was the highest at 
Bombay (21) than at Calcutta (14) and Madras (9). 


It is generally considered desirable that in- 
fants are exclusively breast-fed at least for the first 
four months after birth. In very poor groups, beset 
with problems of poor environmental sanitation 
and lack of safe water, the balance of advantage 
may be in prolonging the duration of ‘exclusive’ 
breast-feeding up to six months. But beyond this 


point of time, supplementary food will be neces- 
sary in all cases, since breast milk output by then, 
even if normal, will not be adequate; the chances 
then are that advantages of avoidance of diar- 
rhoeas incidental to feeding of supplementary 
foods using unsafe water, may be outweighed by 
highly inadequate nutrient intake. 


A higher proportion of infants was exclusively 
breast-fed in Bombay than at Madras, and more 
so, at Calcutta. This may be viewed as reflecting a 
relatively better situation in this regard as far as 
Bombay is concerned. On the other hand, the 
larger proportion of infants beyond six months of 
age still being exclusively breast-fed in Bombay, as 
compared to Calcutta, and more so, at Madras, re- 


-flects a relatively more unfavourable situation in 
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this regard at Bombay. 


At Bombay one out of every four nine-month-. 
olds was on breast milk alone. The percentage de- 
clined rather gradually to eight for the 12-month- 
olds. At Calcutta, the corresponding decline was 
much sharper from a lower 18 per cent to six per 
cent. 


Since the present Study concerns infants up to 
one year of age, the mean duration computed and 
presented here only pertains to:this group of in- 
fants. Table 5.1 which covers infants aged 10-12 
months shows their distribution by duration of exc- 
lusive breast feeding. 


The mean durations were 5.8, 4.1 and 4.5 
months at Bombay, Calcutta and Madras, respect- 
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Chart 5,1—Percentages of (a) breast-fed and (b) exclusively breast-fed infants at different ages 


Exclusively breast-fed — only breast 


A _ breast-fed Bombay 
milk and no supplements B breast-fed Calcutta 
Breast-fed — Breast milk with or C breast-fed Madras 
without supplements D__ exclusively breast-fed Bombay 
E _ exclusively breast-fed Calcutta 
F exclusively breast-fed Madras 
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Infant’s age in months 


Duration (in montks) of 


Table 5.1—Duration of exclusive breast-feeding of infants aged 10 - 12 months 


exclusive breast-feeding 


OO ONAN NKWN 


Percentage distribution of infants of 10 - 12 months ° 


ee eee 


ively. The markedly large standard deviations ob- 
served at all the three Centres indicate the wide 
variability and is to be expected. 


These findings suggest that education with re- 
gard to breast-feeding practice has to be tailored to 
meet the peculiar situation in each region. Thus at 
Madras, almost equal efforts would be needed to 
promote exclusive breast-feeding of younger in- 
fants as to promote introduction of supplemental 
foods at least by the end of six months. At Bom- 


bay, greater emphasis may be needed to reduce the : 


proportion of infants who get nothing but breast 
milk beyond six months. At Calcutta, we face the 
truly difficult task of encouraging breast-feeding 
for longer durations than at present. 


Exclusive breast-feeding beyond six months 


In order to provide an idea of the scale on 
which the practice of exclusive breast-feeding 
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Bombay | Calcutta Madras 
ee ee eee 
8.4 9.8 2A; 

Less than one month e SoG (on 
8.8 14.9 7.0% 

16.4 16.9 30.4 

8.0 fill a 

omy Sa 12.9 

9.3 535 3.9 

6.7 4,7 oe 

5.6 3.9 2.0 

5.8 0.8 = a 

10 9.0 5.9 Da 
{1 On 2.0 2.8 
12 2.8 1=4 1.3 
Total | 100.0 100.0 100.0 
Sample Size (N) 464 255) 457 
Mean Side: 4.1 4.5 
SD Bi5 cf 2.8 


beyond six months prevailed, data in this regard 
for infants of 6-12 months are presented in Chart 
5.2. This age-group was selected as representative 
of infants who definitely need supplemental food 
to meet their nutritional needs. 


It is seen that this practice was more prevalent 
at Bombay than at Calcutta and Madras. Twenty 
per cent of infants of 6-12 months were nursed by 
their mothers and did not get any supplementary 
foods. Corresponding percentages for Calcutta 
and Madras were 13 and 8 respectively. 


Reasons advanced by mothers for prolonged 
exclusive breast-feeding and non-introduction of 
supplemental foods beyond six months are pre- 
sented in Table 5.2. The major reason advanced 
was that the mother felt that her breast milk was 
adequately fulfilling the child’s needs. This reason 
was given for more than half of the exclusively 
breast-fed 6-12-month-olds at Bombay and Cal- 
cutta and for 38 per cent at Madras. One out of 
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Table 5.2—Reasons for prolonged breast-feeding of infants aged 6-12 months 


Be ia a a ee 


Reasons 


ee eee 


Mother has sufficient breast milk 

Child is too young to start supplementary foods 
Child does not accept supplementary food 

Child gets some illness with supplementary foods 


Parents cannot afford the cost of supplementary foods 
Nobody has advised mother to start supplementary foods 


Reasons not given 


Sample size (N) 


Percentage of infants 

Bombay Calcutta Madras 
55.4 yD 38.2 
15.4 8.9 32.6 
16.2 10.9 13.5 

65 5.0 4.5 

6.1 18.8 12a 

0.5 2.0 it 

phe 9.9 - 

215 1017: 89 


The percentages do not add upto 100.0 on account of multiple responses. 


every three such infants at Madras and 15% of such 
infants in Bombay were considered to be “too 
young to digest anything else”. Infants’ disinclina- 
tion to take anything besides breast milk, was 
given as a reason for 11-16 per cent infants at the 
three Centres. This reason implies that the 
mothers had made attempts to give supplemental 
foods but had given up because of infants’ negative 
response. Parents’ inability to afford the cost of 
supplementary foods was another fairly important 
factor, especially at Calcutta and Madras. It is dif- 
ficult to say if this reason was at the back of minds 
of mothers who claimed that they themselves could 
meet the infants’ requirements. It is possible that 
poverty rather than ignorance was the major factor 
in many cases. 


“Total duration” of breast-feeding 


The observations in this Study were confined 
to infants less than one year old. In the course of 
this Study it was noticed that several children more 
than one’year old were still on breast-feed. The 
term ‘total duration’ used in this Study refers to the 
duration of breast-feeding (either exclusive or 
along with supplementary foods) in infants less 
than one year of age. 


In order to get a reliable estimate of total du- 
ration, only data on infants of 10-12 months of age 
have: been used in this computation; younger in- 
fants have been excluded. 


It will be seen from Chart 5.1 that the total du- 
ration of breast-feeding was high at all three 
Centres. At the age of 12 months, more than 85% 
of infants in Bombay, more than 90% in Calcutta 
and more than 70% in Madras were still receiving 
breast milk. The mean ‘total’ durations were 10.4 
months at Bombay, 10.5 months at Calcutta and 
9.7 months at Madras. As pointed out earlier, if 
children beyond 12 months age are included, the 
mean duration will be longer. 


Introduction of “supplementary” foods 


The term “supplementary” food is used here 
to refer to foods given in addition to breast milk. 
There were 1142 infants at Bombay, 1028 at Cal- 
cutta and 1320 at Madras, who had been started on 
supplementary foods at the time of our Study. The 


reasons for starting supplementary foods as stated 


by the mothers are set out in Table 5.3. Additional 
data on the subject of supplementary foods are 
contained in the following sections of this Report. 


Quantity of breast milk was not sufficient 
Supplementary foods necessary for child’s growth 
Starting of supplementary foods would help weaning 
Mother was advised to start supplementary foods 
Breast mulk did not suit the chilca 

Some problem with breast 

Child could not suck 

Mother was pregnant 

Illness of mother 

Illness of child 

Child should not trouble mother for breast-feeds 
Mother is working 

Mother is figure conscious 

NR 


Sample size (N) 


: Completely weaned infants 


As many as 201, 86 and 285 infants at Bom- 
bay, Calcutta and Madras respectively were not 
_ being breast-fed at the time of our interview. If we 
exclude 42, 26 and 54 ‘never-breast-fed’ infants at 
Bombay, Calcutta and Madras respectively, there 
‘remain 159, 60 and 231 infants at these Centres 
_ respectively who were completely weaned after 
being breast-fed for at least some time. 


Table 5.4 gives the details of the reasons ad- 
vanced by mothers for complete weaning. For a 
majority of infants, breast-feeding was discon- 


milk”; their percentages were 70, 60 and 79 at 
Bombay, Calcutta and Madras -respectively. Some 
infants refused to suck at the breasts (10% at Bom- 
bay, 10% at Calcutta and 5% at Madras). About 
3% to 6% infants’ mothers gave up breast-feeding 
as they became pregnant again. Illness of mother 
was the reason given for 6% infants each at Bom- 


tinued as the mother “had very little or no breast _ 


Table 5.3—Reasons for starting supplementary foods for infants of all ages 


Percentage of infants 
A 5 EE a 
Bombay Calcutta Madras 
tot 80.3 92.4 
Pee 10.8 1.5 
rics 10.3 1.4 
4.1 4.0 pees 
0.4 0.4 0.1 
0.5 0.0 0.1 
0.6 0.3 0.5 
EG 0.4 0.4 
0.8 | 0.4 G2 
0.1 — a 
1.9 et: 2 
a2 0.3 0.9 
0.1 = 
5.1 5.1 0.7 
~ 1142 1028 1320 


The percentages do not add up to 100.0 on account of multiple responses. 


bay and Madras and for 12% at Calcutta. Child’s 
illness was mentioned for quite a few (8%) infants 
at Calcutta. At Bombay, mother’s work was men- 
tioned for 13% infants, at Calcutta for 1.7% and at 
Madras for 1.3%. That she had to attend to a seri- 
ously-ill patient or that she was worried about her 
appearance, etc., were the other reasons given, 
but by only a very few mothers. 


It will thus be seen that the mothers in this 
Study had their own “reasons” for prolonged 
(beyond 6 months) exclusive breast-feeding (Table 
5.2), for introduction of supplements (Table 5.3) 
and for discontinuation of breast-feeding (Table 
5.4). A major ‘reason’ in all these cases was the 
mother’s own assessment of the adequacy (or lack 
of adequacy) of her breast milk and of the growth 
performance of her infant. 


The percentage of completely weaned infants 
at different ages and at different Centres are indi- 
cated in Table 5.5. 


1 Wa) 


Table 5.4—Reasons for discontinuation of breast-feeding 


Reasons 


Mother had very little breast milk 

Infant refused to suck 

Mother was pregnant 

Mother was ill 

Child was ill 

Mother was working 

Doctor advised to discontinue breast-feeding 
Others 

NR- 


Sample size (N) 


Percentage of infants 
Bombay Calcutta Madras 
69.8 60.0 79.2 
10.1 10.0 522 
6.3 5.0 34 
6.3. its Ra 6.5 
135 8.3 3.0 
1322 Bey 1.3 
0.6 5.0 : 3.9 
- 5.0 1.3 
0.6 ile - 

159 60 


The percentages do not add up to 100.0 on account of multiple responses. 


As is to be expected, the proportions of com- 
pletely weaned infants increase with age; but what 
is striking is that even at the 7-12 month period, the 
proportion of infants not completely weaned is 
quite high in all Centres, especially in Madras. 


Table 5.5 — Percentage of infants completely 
weaned at different ages and at different Centres 


Percentage of infants 


Age period Madras 


LS ene 


Bombay Calcutta 


Less than 3 months 


! 0.7 Deal 2.8 
4-6 months Wek 35 34 
7-12 months 13.4 6.6 See) 


Sn 


The data to be presented in the next Chapter 
will indicate that in all Study Groups (a) a higher 
proportion of infants belonging to cities and semi- 
urban areas had been completely weaned at the 
time of the Study as compared to infants from 
small towns and rural areas (b) a much higher 


proportion of infants in the high income-group 
with per capita income of Rs. 201/- or more were 
completely weaned than those in the lower income 
groups, and (c) a much higher proportion of in- 
fants from families of higher educational status had 
been completely weaned than of infants from 
families with lower educational status. This may be 
a reflection of the “culture of affluence” on the one 
hand and the syndrome of poverty on the other 
rather than of education per se. 


The percentage distributien-of ‘completely 
weanea’ intants according to the duration for 
which they had been breast-fed is indicated in 
Table 5.6. About one third of the completely 
weaned infants at Bombay, half of them at Cal- 
cutta and one fourth of them at Madras were those 
who had been weaned within two months. This ob- 
servation, seen in the light of the fact (Table 5.5) 
that only less than 3% of all infants below three 
months of age had been actually completely 
weaned, would indicate that complete weaning in 
the very early stages is not representative of the 
general pattern of infant-feeding practice. These 
early weaners may be considered to be composed 
of (a) very affluent groups who might have elected 


Table 5.6—Percentage distribution according to duration of breast-feeding of completely weaned infants 


Duration of breast-feeding (in months) 


Percentage distribution of completely weaned infants 


_ Bombay Calcutta Madras 

i) 30.2 46.7 25.5 
3-4 22.0 25.0 29.9 

4-6 29.6 20.0 24.3 

7+ 18.2 8.3 20.3 

Total 100.0 100.0 100.0 

159 60 231 


Sample Size (N) 


to wean for other reasons, and (b) a special group 
of poor mothers with relatively greater levels of in- 
adequacy of breast milk output than the general 
run of mothers. Though these may not be consi- 
‘dered “total lactation failures” like the mothers of 
the ‘never-breast-fed’ infants, they may be consi- 
dered as instances of partial lactation failure. 


In this Chapter, we have presented observa- 
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tions on breast-feeding practices—exclusive 
breast-feeding, introduction of supplements and 
total duration of lactation and time of complete 
weaning. The appropriateness of these practices 
has obviously to be judged in the light of the actual 
growth performance of the infants. In Chapter 9, 
where we present data on the growth of infants in 
the Study, we will comment on such questions as 
‘appropriate’ duration of exclusive breast-feeding, 
introduction of supplements and time of weaning. 


Chapter 6 


Regional, Social, Economic and Cultural 
Characteristics related to Breast-feeding Practices 


In Chapters 4 and 5, data on some specific as- , 


pects of breast-feeding were presented. In this 
Chapter, we attempt to present an overall com- 
\ parative picture of breast-feeding practices as ob- 
served in the entire study pen in all the 
three Centres. 


Inter-regional differences: In Table 6.1 data 
on the profile of infant-feeding practices are pre- 
sented for the three Centres. The Table includes 
information obtained through recall from mothers 
regarding the ‘feeding status’ of the infant within 
the first three weeks after birth, in addition to the 
data obtained through actual observations at the 
time of interview in infants of different age-groups. 
The former information has been included to pro- 
vide an indication of how successful the initial es- 
tablishment of lactation was. We may, for practical 
reasons, consider those mothers who could feed 
their infants exclusively on breast milk at least 
within the first three weeks after the infant’s birth, 
as having established successful and satisfactory 
lactation. 


On the basis of this criterion, 92% of mothers 
in Bombay, 88% in Calcutta and 96% in Madras 
had established successful and satisfactory lacta- 
tion. The percentage in Calcutta was low enough 
to make a major contribution to the statistical sig- 
nificance of this inter-regional variation. In more 
than 5% of infants at Bombay and nearly 10% in 
Calcutta, supplementary foods (besides breast 
milk) were considered necessary even within three 
weeks after birth; but in Madras, the percentage of 
infants who needed such supplementary feeds at 
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this stage was insignificant. 


The percentage figures in Table 6.1 for infants 
within the first three weeks (obtained by recall) 
and those for the other age categories actually ob- 
tained at interview are not comparable since all in- 
fants in the Study are considered in the first case, 
and only those at the concerned specific age 
periods as the second. But inter-regional compari- 
sons at different age-groups may be justified. In all 
three age-groups at the time of interview, the lacta- 
tion performance of the mothers in Bombay ap- 
peared to be clearly superior to that of those in 
Calcutta and Madras. By six months, 44% of in- 
fants in Bombay were still being exclusively breast- 
fed, while the corresponding figures for Calcutta 
and Madras were 24% and 28% respectively. 
These inter-regional differences were statistically 
significant. 


In all the Centres, the percentage of infants 
who were “completely weaned” (getting no breast 
milk) at the time of interview was strikingly greater 
in the big cities (of Bombay, Calcutta and Madras) 
and their immediate semi-urban vicinity than in 
the smaller towns or in the rural areas. This was so 
in all three age-groups (less than three months, 
four to six months, and more than six months) but 
the striking difference was naturally more appreci- 
able when infants of older age-groups were consi- 
dered (Tables 6.2, 6.3 and 6.4). The percentage of 
‘exclusively’ breast-fed infants was higher (with 
some exceptions) in the rural areas and small 
towns than in the major cities and their immediate 
semi-urban environs. 


SDIPDW ¢ vIINIIVD “7 avquog ‘| 
pap402a1 JON —YN  Ppaf-1svasg 4aAaN — FN 
uals poof ainjysqns {Juo ‘pauvam Ajajajdwoyj— jy Suiuuisaq ay wos poof Kavjuawajddns uaai8 pun paf-isvaag —Sgq  paf-1svadq Ajaaisnjoxy — g 


= os GO JER Gi. Ses Ca eer Oy ne 8. ce Suisse o” OS eeere. “ESC St “6CLE LZEL “OZ81 sqjuoUl 71-0) 


———————————————— LLL T 


‘i % = ESP LGs See UGey O° eto UL OL V9 St PLT PI6.. CC9. 076 syJUOUW ZT -/ 
‘5 oe LUE ees Val OL eee oe eee L st GAO bbc. SP mOLOO CO =k vy. LSE 89C SOP SYJUOU 9-7 
. sy}UuOUL 

Benue CUS CoS OR aS Cor LC me Geman eey 0100 Boe ais 9 OF MCP. OLSE.. CEP ¢ UY} sso] 
MATAI9}ULV 

- ‘3 COS 46); oS cake 2 7s 6 0) VE GN S096 5 88: - Li 6e GCLL iLLCT: OC8T ({]2991 WIOIJ) 
. SYoom ¢ 

ISI OY} UT UTM 


O 
N 
m4 
oe) 
N 
— 
on) 
N 
— 
foe) 
N 
_ 
foe) 
N 


I Se ae I 
UN aN M Sd Ba | (N) 221g a]dureg ase SjuRjuy 


snjejs suipsay Aq syueyut jo UOT}NQLYSIp 38¥]U9910g 


SJUBJUI JO sNyeys SUIPId| — [°9 aIqQU], 


40 


a 


ie by me oD Ores re Oe Sait hea i ie COs SOT Slo 66 3=6—99 pee 
[ea}oR]-o1d ON 
ot ss * ii C. Got On Ce ae =A GO OSS 6 Gh at reget Sete ok «io ap > OTT SIOYIO 
= = 5 ape CF Uae Sf GieaRS 9 PL es soa 0) ae Oe Sy Qs COP 8 CL LUG SCL uoods yA 
= = Bh SEES = Se Batis RBG GES ah ter am ro) Ay Me Pikes 95.9 Y Gace 81520169 ° = Loe Oe 91330 YUM 
poaj [vajoe]-9.1d 
BUIAIS JO POYJ2I] 
6 = 29 eC ae ein eee ee Ose Uino-4r OU leur 0 Coy OU Los Shc GOL [eyidsoy “Ag 
=m = VOvSG Cs eC. Oe ee PO UI es OL co CIS RL CVC JOC AOC [eyidsoy “JA0yH 
= a + S Ga Soles a ‘ohid eereels be Oe Ape) SeGh a Cae k ORO SS elLe SOL PEL £9 owWOH 
AIDATIP JO IVIg 
5 = gi Ola sD Se hot os (GAC C Cle eee Uses (eierUce ae eo ore OC. CP + L0C 
ry as Sauce e Osea ps DOs Cpe Oc se Pema Le O08. 7 UCR eES. Ci be oe SE OOC-IST 
<- oe es e Si Crot Gob Vai oa Gl Oe OS ROC OO9 Lb Tee VOL SP. 9E . 28 OST-LOL 
a a i Cee Cn ey ee a 9 Queen Net LoS Sede: Leoaabee Vols: COL LOE OOT-LS 
= ie = OGs 6-0" oe ibe cP ghar OOo So POL 9 S922) SS. 6568: 1000 7 SCL. 266 Og Uk} SSO] 
(‘Sy) qjuouwl 19d aswi0duI eyIded 13g 
3 = Deere Cl 6. Gee lee Pe Ob bi LO OLS 08> OLC -0Le “P9e MO'T 
za 3 = OP Crrr rl ae ies yee cae O Get ee aes Som LE OO ILO Oc CL eh, LOL 2[PPIN 
= = sa Cle SE CL, OLS Ie AL OS a9 £05. OG ey eo Loe Lor OV: PR. obo ysiy 
snypys [euoneonpy 
= ee os (EERIE R bas SASH ae FG Dist [AVA VS CD eS OS C8 Oe SLs SR 96 ‘ah 
rr: = se wie 6 a (ge Eines a VCE Ss SOMO 1 26: 79%.9 69.41 88. VL CS 6 6S Li, 
a z re [app Sees E Bomar, is mA = PL lence COs cre Octet tien. 2S OCC a 
i is Siete aaa = Se eae oe = DOCG Cas ter eee & VO see © Car VA OS. Ns 
re Es = SC Gi Ce aor Cnet saa ees ae, Cope ONE. GC 09. 3S. CV ie DOC {VLA COC Sie) 
dno1ry Apnjs 

€ re I E G (i € é I u C I é & I E C I 

YN aN M Sd d (N) 921g [dures 


snje}s SuIpsay Aq SyUBJUI JO UOINLIYSIp 93ejUI010g 


59.1307) 99.14} ay} Je Sdnoay Apnjs jUd.AaJJIP UI PO SYJUOUT ¢ ULY} sso] SJULJUT JO MaTAtaqUT JB SNjeIs SUIPIa,J — 7°9 21GB, 


4] 


“‘papsOIad JON - MN paf-ispasq 4dAAN - IN. Pauvam AjajajdwuoyD - A uaais spoof Kavjuawajddns - §gq_ paf-1svaag AJaaisnjaxq - g 


SDAPD-FW “§ vINIIDD ~~ Avquog "| 


Ppooj- 
st 2 Colas ei O Rear = eS tay aa 699 — ; SIG i— x 1h gir [eojoey-o1d ON 
5 i = = 7 Co Clgr ze Le Veo COSOLRANY SR or SLO) SS 6l 6cl SISYIO 
Fini ih GRE ete tre EC oe eater eC Omni CEG COs ANT 8 Oy =. POL - 69] poj-uoods 
= : = = a Ohi SES oe a oe SO Lbs OV a Ly DCE 8I C6 pefF-e[H0d 

p99j [va30R]-9.1d 
SUIAIS JO pOyjI 
es 7% 7 COG LO aL ey ene ie SAS LUE TOR = Less UGC see C8 = OS. < SVL [eyidsoy “14g 
= = Or 6 Ee ths yb eee sere ye Conc ee Uhues Cine Le Pee. OLS SOG >. ESE. LCG [eydsoyY JA0H 
= zr Oe] SE 9) Wh Bee Ove Da) Pe Dae O-OSa) ey, Le ae..ee 1G OF 66. = 9S Ls. 96 ouloH 
AIDATIP JO dP G 
zi i = rs Eelet Vee COS VL CieC MLS: -£2re COC. fDi Lie fh OL SRO. kT 69 eb EYS 
5 - me = es * CORSO fiver OL e Seer S800 062. SCL IPoe06 =. KG UPS OO0c- TST 
= > GH eC Ce te ae Ve yp aOR ety ap ae) Goi CCo Ua Societe. ope SSP 58 OST- TOL 
= - Salat Gc cay Vii wate womb Wt SO es LOR OST EP KAOG GL EG ACG. EC Le SEI: OOF OOT- 1S 
7 a 2 Gat ataly ee Co sales iat ors i CO ea IO OVE. eit Ss ULE esa OCLs: Sb Og UBY} SSO'T 
(‘sy) YQuow aad sumoour eyIded J0g 
a ie Cole est. Se lala. b Overs Leen eee 46 Vow ewoy © On CVO eS, 9 SS “SUG S9C. lve MO"T 
rr * 7s OW Sak ave ho SG. eS ea OILO (ess Wore © Som Lise LO SOT Sa eS2 ETI STPPIN 
i = = Ua Oat [oC ae Urea Ctt JOC SURV Line oe S2VS5() OS [pa e PCO OS 6p OL ysty 
: snjeys 
jeuoneonpy 
i si ¥ |B PG 2d BN Beg kn Se Oar 9 Gok Ob 6 ce One oS O8ms90 2 Chia 28 GA 
= = ae Wea DM ry een etl ale ee SAV Gio, LO Hee S GSES OG ORE OC 32-26 TLL 
a °% rz a Ca ene Pong Se Bey Gel eee EDSa BOL S9: 0 SE26.50. °F: 08:09 a BG a 
x om Sg Sanat OO aehente Cee Lee ov Lee oon Che Oe GU Let GeO LyoOL Il cv Ns 
75 ri VeUrs asta alee t Oar Cael MOA) Laer Poe WeCG“P-CUs ts CGO 6S SOOLLVICL:.. SEG AWD 
dno1y Apnys 

© & I e 6 I e G I € c if e G if e G I 
UN aN M Sd ad (N) 221g ajdureg S911039}8) 


SNj}vIS SUIPIIJ Aq SJULJUL JO UOINGLYSIp 93e}U99.19g 


42 


ry. vv a v ie et gn OA Orcs i ka bo uC 99¢ Si9IO 


* i Ciera hls eo eee yee EERO ESD he EEG Sa Sa Sa Ire O00€  Uoods YIM 

" Sore a xe Cee Dek sce ic: re 3, imag KAS yt re tor 61 S81 }0Q YI 
peay feayae] 
-a1d Jo poyyajy] 

(pene Sear AiGr OCR ee Ie LOMO GS bb eh BBG ugg Sat ABE 1S Wee mean WP 16c —evidsoxy 14g 


Le ia 2° pci | Wdcads Be Penaicn. ae accra Set) one gy of 9 ota Oe) ah 8h v8 96L 6Sh She Sp — [erdsopy 0H 
OV SO oe Lene OCR Ss Rnnae ee 6 00S) Dla fyorn OL nS-0C <b aCe he OC. ILL SO 


AADAIOP 
jJO20eId 
6C vs 6'v PPE EOC eC OV ine LVR AO Vat ese = VG 69 Le col TIC 


Leese FS vs Loc OLS OLE 9 Se OS nor OC a Oss OP ayo OV Wis O0crIS I 

GE ja eae ol eC eco v8 LLANES Soa READ oS bay Se oN SS 6, Nabi oy & 061 OSI-IOl 
BC Lec 81 aig UG gay i Saat ei de! Saag oe «Bouin ky Gov 810 w Wee Meta ayo es Oe ee tA OE. ces DOLLS 

6'€ See ees POD Geo tO an Ce Ges OOO SACL seo ott BG tac LOO OPE. OS VPM 8a] 


(‘Sy) yyuow 
Jad auiosul 


Byided 19g 


Le EO) SC OP tab oes. PSE 6 (BLO 6 Tels ASC rCOV ee VLE Cha MOT 
Blas 2:C Et DiC ve DS te C urd ok ee ee Oe ee ev Ve enSG, DI aaQye 2 IPPIW 
87 SL vY OSE COCR ES CE CEE Ie SEO e eG Ben oe Ce 61 cht = 06 90¢ =—- USTH 
snjejs 
jeuoneonpy 


ee vil € 0 Gree ec hae Ons) ects 0 tar oo) meres 5 DOGe Lal aE Ob COck 
81 eC Sat i geet eae eS OU NC Ooteelasn ast Lees tr OOP eae io OC TL 


iM geet cso Oe Sis Bee NOL Mecsas ACh eieel Cl Ol LO oes 
Cp Op 6 ag Cee tgs FiOCaner ORM R et phae ey Pel eC Ti Op ais 12 8 OPT AS 
Chk pe Ore es pip ee Ob PhO 5 Oe d- eh Oe COR Ce OIP  19Is OIb AID 
dnoiy Apnjs 
€ Z I € Z I € Z I € Zz I € Z I 


aN M Sd | a (N) 2ZIs ojduieg $a1.1039}e,) 
snjejs suIpsay Aq SJUBJUI JIPjO JO UONLISIp 93e}U99190g 


"$9.1JU9Z 99.14} 94} JB SdnoIyD ApNjg JUIAIJJIP Ul P[O SYJUOUL XIS UBY) AOU SJUBJUI JO MITA1IIUI JB SNjeIs SUIPII,J — p'9 JIGR], 


43 


Socio-cultural and economic aspects 


In the course of the Study, extensive data on 
socio-cultural and economic factors related to 
breast-feeding practices were collected. The fac- 
tors considered were house-hold income and per 
capita income, religion, caste, housing condition, 
family structure (nuclear, extended or joint), fam- 
ily size, presence of school-going siblings, educa- 
tional status of family (of father and mother), oc- 
cupational status of father and mother, maternal 
age, sex of infant and birth order. Considerations 
of space have prevented us from doing adequate 
justice in this Report to the wealth of data on socio- 
cultural and economic factors collected during the 
Study. Selected data which help to present a total 
_ general picture of infant-feeding practices in the 
communities studied have been set out in the sev- 
eral Tables included in this Chapter. 


In interpreting the data, however, considera- 
ble caution would be necessary. There are some 
- common overlapping attributes of what may be 

_ called the “poverty syndrome” — low income, low 
caste, poor housing, large family size, poor educa- 
tional status, and occupation involving heavy man- 
ual work. It is the summation effect of these factors 

_ that may be considered to influence the infant- 

_ feeding practices. It is to be expected that the 
_ poorest sections of the population will naturally 
depend heavily on breast-feeding to sustain their 
infants; they will tend to introduce supplemental 
foods late; they will avoid complete weaning as 
long as possible. However, under the influence of 
other factors, these expectations may not always 
be borne out. We have tried to examine our data in 
the light of these broad considerations. 


Income: The common trend in all Centres was 
that the better the economic status, the lower the 
percentage of infants less than three months old 
who were being exclusively breast-fed (Tables 6.2, 
6.3 and 6.4). Thus among infants less than three 
months old belonging to families of the high in- 
come group (income more than Rs. 201/-. per 
capita per mensem), 55% in Bombay, 5% in Cal- 
cutta and 44% in Madras were being exclusively 
breast-fed. The corresponding figures for infants 
of the poorest income-group (less than Rs.50/- per 
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capita per mensem) were 90% in Bombay, 58% in 
Calcutta and 64% in Madras. It is disturbing that as 
many as 10% of the poorest infants in Bombay, 
42% in Calcutta and 36% in Madras were not 
being exclusively breast-fed for even up to three 
months. 


Among infants more than six months old be- 
longing to families with per capita income exceed- 
ing Rs. 201/- per mensem, 40% had been com- 
pletely weaned in Bombay, 30% in Calcutta and 
46% in Madras. The corresponding figures for the 
poorest income group were 2%, 3% and 10% re- 
spectively. Among infants more than six months 
old, belonging to the poorest income groups, 28% 
in Bombay, 16%-in Calcutta and 13% in Madras 
were being exclusively breast-fed. 


Religion and caste: Religion and caste, as 
such, or by themselves, did not seem to play an im- 
portant role in influencing infant-feeding prac- 
tices, though at Calcutta a higher proportion of 
muslim infants at all ages were exclusively breast- 
fed. A higher proportion of infants of the 
scheduled castes and tribes were on exclusive 
breast-feeding at all ages, as compared to the 
others; but in interpreting these findings, it must 
also be remembered that an overwhelming propor- 
tion of these subjects belonged to the poorer in- 
come-groups. The economic factor rather than ‘re- 
ligion’ could have been the real determinant of 
these differences. ; 


Housing: Similarly, a much higher proportion 
of infants of families of Calcutta and Madras in all 
age-groups living in huts were exclusively breast- 
fed, as compared to infants of families living in 
chawls (one-room tenement) and apartments. But 
what is more significant is that 23% of infants less 
than three months of age and living in huts in Bom- 
bay, 41% in Calcutta and 33% at Madras were al- 
ready receiving either supplementary foods (in ad- 
dition to breast milk) or had already been com- 
pletely weaned away from the breast, receiving 
only ‘substitute foods’. It is the fact that such high 
proportions of ‘very young’ infants are not being 
exclusively breast-fed for even three months that 
should cause concern. 


Nuclear or Joint Family: The general expecta- 
tion that a higher proportion of infants in ‘ex- 
tended’ and joint families will be exclusively 
breast-fed for at least three months is also not 
borne out by our observations. It would be thought 
that extended and joint families would have pro- 
vided some support to exclusive breast-feeding 
and that the mother-in-law would have ensured 
that her grand-child will be exclusively breast-fed 
at least for the first few months. In actual fact, 
there was no difference in the pattern as between 


nuclear families and joint families. Thus at Cal-. 


cutta 54% of infants less than three months of age 
from nuclear families were being exclusively 
breast-fed as against only 37% of such infants from 
extended families and 45% from joint families. 
The differences were not significant in Bombay 
and Madras. 


Family size: More infants from small-sized 
families at all the three Centres were exclusively 
breast-fed at least for the first three months than 
infants from larger families and crowded homes. 
This finding is in consonance with the finding re- 
_ ported in the earlier paragraphs. Apparently, the 
presence of too many members in the family in- 
hibits frequent and exclusive breast-feeding. 


School-going siblings: In Calcutta, it was 
found that in families where there was no school 
going sibling, the percentage of infants under three 
months who were exclusively breast-fed was grea- 
ter (59%) than in families with one or more such 
siblings (34%-44%). This relationship was not 
noticed in Madras or Bombay. Here again, the fact 
that the number of non-school-going siblings is 
higher in very poor families has to be borne in mind 
in interpreting this finding. 


Educational status: The higher the educa- 
tional:status of the family, of the father, mother op 
both, the.lower the percentage of infants exclu- 
sively breast-fed for even up to three months. 
Again, since the better educated status was often 
associated with higher; income, this relationship 
may not be directly attributable to education as 
such. The infants of 68% of educated mothers in 
Bombay, 32% in Calcutta and 44% in Madras 
were being exclusively breast-fed till they were 


three months old as against 80% , 57% and 61% 1 
the corresponding poorly educated groups 
Among the better educated families, 33% of in 
fants at Bombay, 27% at Calcutta and 36% a 
Madras had been completely weaned after si 
months; the corresponding figures for families c 
low educational status were 6% , 7% and 13%. 


These differences associated with social an 
economic status are important because the group 
with better education, belonging to more prestige 
ous professions and enjoying higher income are th 
trend-setters. The pattern of infant feeding prac 
tices observed among them portends the directio 
in which infant feeding practices will move, wit 
increased income-generation among the poor (ur 
less corrective measures are instituted). 


Mothers’ working status: No significant di 
ference related to this factor was observed as far a 
feeding pattern of infants less than three months c 
age was concerned. The conclusion is that at lea: 
for a significant part of the first three months afte 
birth, most women, even working mothers, ha 
stayed away from their work. This factor mu: 
have obscured any differences between mother 
working outside their homes and other mothers ¢ 
least as far as the feeding of the less than thre 
month-old infants was concerned. 


On the other hand, in the feeding pattern ¢ 
older infants, mothers’ occupation did seem t 
have an important influence. Among infants ¢ 
working mothers, 18% of infants less than si 
months old, and 20% of infants more than si 
months old had been completely weaned. The co 


responding figures for non-working mothers wer 
6% and 13%. 


Child’s sex: There were no differences-in th 
pattern of breast-feeding of boys and girls withi 
the first three months after birth. We studied poss 
ble sex-wise. differences in as many as 57 differer 
socio-economic. groups at all the three Centre: 
“Significant” differences were obtained in onl 
five. They were infants: 


(1) in families with a total income of Rs. 300 


or less p.m. at Calcutta. 


(2) in families with a total income of Rs. 501— 
1000 p.m. at Calcutta. 


_ (3) in families with low education status at 
Calcutta. 


(4) in ‘extended’ families at Calcutta, and 
(5) in ‘extended’ families at Madras. 


The ‘advantage’ in all groups except (2) above 
was. with the girls. Our observations indicate that 
contrary to the general belief, there was no sex dis- 
crimination in infant-feeding practices. 


Birth order: In Bombay, 13% of first-born in- 
fants were exclusively breast-fed beyond six 
months as against 23% of infants of birth order 4 
and above. The corresponding figures in Calcutta 
were 7% and 19%. In Bombay, the proportion of 
infants beyond six months of age, who had been 
completely weaned was 19% as against 7% for in- 
fants of the same age-group belonging to birth 
order four and above. The corresponding figures 
in Calcutta were 9% and 4%. 


Place of delivery: More infants born at home. 


were exclusively breast-fed around birth and dur- 
ing early infancy than those born in Government 
hospitals and the number is still more in relation to 
those born in private hospitals. More infants born 
in hospitals (a higher number among those born in 
_ private hospitals) were completely weaned earlier 
than those born at home. In interpreting these 
findings it must again be remembered that infants 
born in hospitals (especially in private hospitals) 
belonged to the high income groups. ° 


Milk foods in the feeding pattern: We grouped 
the feeding patterns on the basis of type of milk 
foods: used — breast milk (B), animal milk (AM) 
and commercial milk (CM). These data are pre- 
sented in Table 6.5. 


In this Table, we have included the pattern of 
feeding milk foods only to infants of different age- 
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groups. Foods other than milk foods which the in- 
fants would have been taking are not mentioned in 
this Table. These data would show that (a) in all in- 
come-groups breast-feeding performance was far 
superior in Bombay as compared to Calcutta and 
Madras. (b) Animal milk was preferred to CM as 
supplement to breast milk in all income-groups in 
Bombay but not in Calcutta and Madras, where 
especially among the higher income-groups, CM 
was the preferred supplement. 


Concluding comments: Among the inter-re 
gional differences in infant-feeding practices de- 
scribed in the foregoing pages, the findings which 
clearly stand out are: (1) that breast-feeding is 
more intensively practised in Bombay, than in Cal- 
cutta and Madras; (2) that the use of commercial 
infant foods is distinctly greater in Calcutta and 
Madras than in Bombay; and (3) that while animal 
milk (AM) was the outstandingly preferred (pre- 
ferred to CM) supplement to breast milk in Bom- 
bay in all income-groups and at all age-periods, 
this was so in Calcutta and Madras only in the low 
income-groups. Families in higher income-groups 
in both Calcutta and Madras preferred commercial 
milk to animal milk. (Table 6.3). Elucidation of 
factors underlying these major differences may 
provide leads of practical value in promotion of 
better infant-feeding practices. 


The distribution of population under study 
among different income-groups was somewhat dif- 
ferent in Bombay from Calcutta and Madras, the 
proportion of poor income-groups in relation to 
the total population in the Centre being less in 
Bombay, than in Calcutta and Madras. But this 
factor cannot account for all the observed differ- 
ences in infant-feeding practices between the 


‘Centres. 


In all income-groups and in all Study Groups, 
the proportion of infants exclusively breast-fed for 
up to four months, six months or even longer was 
higher in Bombay than in Calcutta and Madras 
(Tables 6.2, 6.3 and 6.4). Also, in all income- 
groups, the proportion of infants receiving CM 
either alone or as supplement to breast milk was 
higher in Calcutta and Madras than in Bombay. 
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The variability in the lactation performance of 
mothers in poor income-groups in Calcutta and 
Madras is a rather intriguing phenomenon. This 
variability may partly explain the differences in the 
nutritional status of pre-school children — all be- 
longing to the same socio-economic group and liv- 
ing in the same environment. Nutrition scientists 
have for long been intrigued by such differences, 
which could not be related to the actual-diets the 
children were getting. Apparently there are differ- 
ences within the same poor group with respect to 
the duration for which the infant is exclusively 
breast-fed, the time at which supplement is intro- 
duced and the time when the infant is completely 
weaned. At least this would appear to be the case 
in Calcutta and Madras. Further studies are 
needed to investigate the impact of variations in 
feeding practices during infancy on the nutritional 
status of the child in early childhood. 


On the one hand, among the poorest families 
in Calcutta and Madras, as many as 42% and 30% 
of infants respectively were not being exclusively 
breast-fed, for even three months; on the other 
hand, exclusive breast-feeding (without any sup- 
plements whatsoever) was being continued well 
beyond six months in the case of 16% of infants of 
the poorest income-groups in Calcutta and 13% in 
Madras. In Bombay where the lactation perfor- 
mance was uniformly superior, 90% of infants of 
the poorest income-group were exclusively breast- 
fed for three months; exclusive breast-feeding 
beyond 6 months was practised in 28% of infants of 
the same income-group. 


The distinctly better lactation performance at 
Bombay needs explanation. Studies carried out at 
the National Institute of Nutrition (cited in the 
Bibliography) had shown that better diets can im- 
prove the quantity of milk (though not necessarily 
the protein quality) and the concentration of some 
vitamins. In this Study, we have not collected pre- 
- cise quantitative data on the dietary intake and 
nutritional status of mothers. Therefore, the ques- 
tion whether observed differences in lactation per- 
formance between the Centres may be determined 
by differences in the nutritional status of mothers 
can only be speculated upon. 


_ Other possible determinants of infant-feeding 


practices: 


Apart from socio-cultural and economic fac- 
tors discussed earlier, two factors which are often 
mentioned as possible major determinants of in- 
fant-feeding practices are (1) advice offered by 
health personnel, and (2) occupational staus of the 
mother. It is widely believed that health personnel 
play a major role in influencing infant-feeding 
practices and that breast-feeding is often ham- 
pered and its duration cut short because the 
mother has to go out to work. ‘Development’ will 
imply an increasing role of health personnel and in- 
creasing employment opportunities for women. It 
is, therefore, important to know how these factors 
are now operating in influencing infant-feeding . 
practices. | 


Advice from health personnel: Four broad 
types of advice regarding infant-feeding may be 
recognised: (1) continue breast feeding for as long 
as possible; (2) continue breast feeding for as long 
as possible but introduce supplements at a certain 
point of time; (3) stop breast-feeding at the age of 
4/6 months and start supplements thereafter; and 
(4) give only supplements right from the begin- 
ning. (Table 6.6) The first two advices are in con- 
formity with what is generally considered as whole- 
some infant-feeding practice; the latter two are 
not, the last one particularly being the most unde- 
sirable. 


Table 6.6 — Advice on infant-feeding 


Type of advice Percentages of infants 
Bombay Calcutta Madras 
1 ES 200 0.7 
Z 21.4 27.8 26.8 
3 0.7 0.3 1S 
4 1.0 Lay ies 
No advice ORT 67.9 69.9 
NR - 03 = 
Sample size (N) 1820 1377 1729 


ee a ee ee 
Percentages do not add up to 100.0 on account of multiple 


responses. 


Our observations on the Study are indicated 
here. The two most outstanding points that emerge 
are: (1) that a great majority of mothers (67% to 
70% ) receive no advice whatsoever, and (2) advice 
3 and 4 put together was given to just one to three 
percent of all mothers in the Study. If we ‘break up’ 
the mothers receiving advice into different income 
groups, we find that only 13% to 16% of mothers 
belonging to the poorest income-groups receive 
any advice (the proportion being greater among 
the affluent), and of these, those that receive ad- 
vice 3 and 4 constitute a minor fraction of all poor 
mothers in the Study. All this is in keeping with the 
fact that the outreach of our health services is at 


present very poor; and the poorest sections are, 


often not touched. Even such of the poor as find 
access to health personnel do so for getting treat- 
ment of some pressing complaints and not for seek- 
ing advice on rearing of their children. It is mostly 
the ‘elitist’? and educated segments of the popula- 
tion that get the advice and not the poor and the il- 
literate. 


We found in our Study that such advice which 
mothers had received was not always given by the 
health personnel. In fact, nearly in 20% to 30% of 
those who received any advice, the advice came 
from other family members and relatives and not 
from doctors and health personel. Thus the role of 
the health personnel in directly influencing infant- 
feeding practices among the poor was even less 
than what the data in Table 6.6 would suggest. We 
may be exaggerating the role of health personnel in 
influencing infant-feeding practices among the 
poor. At present such influence, as they may have 
with respect to infant feeding practices, is mostly 
confined to the affluent sections. 


In a great majority of cases in which they of- 
fered advice, health personnel apparently did ad- 
vise the continuation of breast-feeding for as long 
as possible. However, it cannot be denied that ina 
small proportion of cases they did actively promote 
and encourage the use of CM/CC, and such pro- 
motion was unfortunately not limited to the affluent 
sections only. In charts 8.1 and 8.2 we have pro- 
vided data on number of mothers advised to use 
CM/CC. These charts pertain to all income-groups 
and most of those receiving advice presumably be- 
longed mostly to the affluent sections. Doctors in 
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Calcutta and Madras, more often than those in 
Bombay, advised mothers (including the poor 
ones) to use CM/CC in preference to animal milk. 
The reasons for such advice on the part of health 
personnel are not clear. We had also already 
pointed, out the high prevalence of CM/CC use 
among infants delivered in private and Govern- 
ment hospitals. 


What was specially disconcerting was that in 
the few cases in which health personnel advised 
poor mothers to use CM/CC, such advice was not 
accompanied by clear instructions as to how the 
food was to be reconstituted and what care and 
precautions had to be taken. We also found that in 
some cases at Calcutta, doctors had actually ad- 
vised overdilution of milk formula foods. 


At present, because of the poor outreach of 
our health services, the number of children of poor 
income-groups actually affected or influenced by 
advice from doctors and health personnel is very 
small and represents only a very minor fraction of 
infants in the community. Since we hope to im- 
prove the outreach of our health services in the 
years ahead, we may expect that more and more 
poor families will come into contact with health 
personnel. It is, therefore, important that health 
personnel inlcluding those in the lowest echelons 
of the health services who will be actually doing the 
domiciliary visits, should be properly educated and 


motivated with regard to promotion of wholesome 


infant-feeding practices. We did not find in our 
Study any evidence that health personnel-advised 
any mothers of the poor income-groups as to how 
best the inexpensive food items in their habitual 
dietaries could be used as supplements to breast 
milk in late infancy. The major reason for this may 
well be that the health personnel themselves did 
not have the necessary knowledge in this regard. 


Mother’s occupational status: Mother’s occu- 
pational status did influence the infant-feeding 
pattern. Nearly 19% of mothers in Bombay and 
around 5% of mothers in Calcutta and Madras 
were either full time, part-time or seasonal work- 
ers. The pattern in Bombay may provide an indica- 
tion of how working mothers cope with the prob- 
lem of feeding their infants. Of 224 full-time 


working mothers in our Study in Bombay, 30 had 
not resumed duties, some of them being still on 
“maternity leave”; 64 mothers took their infants to 
their work place; 11 affluent mothers had 
employed a servant and 11 others utilised the ser- 
vices of acreche. The rest left their infants at home 
to be cared for by their family members or 
neighbours. In a considerable proportion of these 
_ latter cases, the infants were in the care of children 
less than 10 years old and of boys and girls less than 
15 years of age. These family members looked 
after the infant for about five hours in the day or 
even longer, and quite a few of such infants were 
getting only breast milk. Thus while the mother 
was at work for 5 to 6 hours in the day, these infants 
received no feed. Other infants who were getting 
supplements were fed by the family members with 
food which the mothers had prepared before going 
out for work. There were quite a few cases where 
young children actually prepared the food for the 
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‘infants and fed them. 


Many mothers who were working and whose 
infants were solely on breast milk did complain 
that their work interfered with breast-feeding but 
they had not given up nor did they indicate any in- 
tention of giving up. Some mothers felt that they 
were managing quite well with their work as well as 
breast-feeding their infants, and did not consider 
the work as an interference. A small number had 
decided to give up breast-feeding on account of the 
problems of their occupation; but these same 
mothers who were thus giving up indicated that 
they would not be prepared to continue breast- 
feeding even if facilities were made available for 
breast-feeding at work sites. Apparently, here 
again the factor of motivation appeared to be the 
major determinant. 


Chapter.7 


Use of Foods other than Commercial Infant Foods 


Apart from commercial infant foods which we 
shall discuss in the next Chapter, other foods used 
as ‘supplementary’ or ‘substitute’ foods for infant 
feeding are: animal milk, cereals, pulses (dhal), 
_ vegetables, fruits, eggs, meat and fish. Of these, 
the most important and the most widely used, 
especially in early infancy is animal milk. Among 
the processed foods (other than CM and CC) used 
in infant-feeding, biscuits of various kinds also find 
an important place. In this Chapter, we present the 
observations regarding the use of these food items. 


Animal milk: Animal milk is given either (a) 
as ‘top feed’ immediately following a breast-feed, 
(b) as an ingredient for the reconstitution of CM or 
CC, generally diluted with water, or (c) as the sole 
single feed one or more times in the day. 


Of the 1142 infants at the Bombay Centre who 


were receiving either ‘supplementary’ or ‘substi- 
tute’ food, animal milk was given to 814 (71%); of 
the 1028 at Calcutta, 611 (59%) and of the 1320 at 
Madras, 620 (47%) received animal milk (Table 
7.1). Thus animal milk was much more widely used 
at Bombay than at Calcutta and Madras. The dif- 
ferences in the percentages of infants receiving ani- 
mal milk at the three Centres given above do not 
fully reflect the magnitude of the differences in the 
use of animal milk between the three Centres. We 
estimate that differences in the actual amounts of 
animal milk received by infants at the three 
Centres were far greater. Among the infants re- 
ceiving animal milk, the milk was introduced 
within the first month after birth in 14% of cases 
at Bombay, 9% at Calcutta and 3% at Madras. In 
cases where animal milk was being given as the sole 
single feed, the volume of milk per feed could be 
considered adequate in 42% of of infants at Bom- 
bay, but only in 9% of infants at Calcutta and 
7% at Madras. In estimating the adequacy of 


Table 7.1 — Percentage distribution of infants according to age when they started receiving animal milk 


Percentage distribution of infants getting AM by age at starting (in months) 


Centres Less than 1-3 4-6 fein Total Sample % Of N to 
one month size (N) infants or 

. | supplementary 

and substitute 

food: 

Bombay 14.2 20.1 ate ee 12.5 100.0 814 7) 
Calcutta 9:2 43.4 39.8 7.6 100.0 611 > 
Madras 3.4 Sere 44.8 16.6 100.0 620 + 


LL 


_ volume per feed we have followed the scale indi- 
cated below: 


Table 7.2—Yardstick of adequacy of volume per 


feed 
Infant’s age Recommended volume 
of milk per feed (ml) 

Less than one month 50-75 

1-2 months 75-100 

2-4 months 100-125 
4—6months 150-175 

More than 6 months 175 —200 


The practice of not diluting the milk was fol- 
lowed in the case of nearly 31% of infants at Bom- 
bay Centre but only in about 19% in Calcutta and 
Madras Centres. Only 5.4% of infants receiving 
animal milk were receiving undiluted boiled milk 
at Bombay, 1.6% at Calcutta and 4.2% at Madras. 
These infants presumably belonged to the highest- 
income groups. In all other low income-groups, 
milk, though invariably boiled, was always diluted, 
the degree of dilution varying considerably. 


Thus the fact that animal milk is used far more 
extensively and intensively in infant-feeding at 
Bombay than at Calcutta and Madras stands out 
clearly. We believe that this could be a major 
reason for the reverse situation with respect to the 
use of CM in the three Centres. 


We believe that the wider and greater use of 
animal milk at Bombay could be related to the re- 
latively greater availability of fresh, good quality 
animal milk at reasonable prices at Bombay as 
compared to Calcutta and Madras. 


A salutary feature with respect to the use of 
animal milk is the fact that animal milk, according 
to Indian tradition and culture, is almost always 
boiled before use; this practice obtains among all 
income-groups. In this Study, we noticed that milk 
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was boiled before use in practically all cases of in- 
fants at Bombay, in nearly 97% of cases at Calcutta 
and over 98% of cases in Madras. 


Unlike in the case of commercial infant foods 
which were used in much higher proportion by 
high income-groups than by the low income- 
groups, in the case of animal milk the differences in 
the extent of its use as between the different in- 
come-groups were minimal. Thus nearly 70% of 
infants from house-holds at Bombay with monthly 
income of less than Rs. 300/-, 57% at Calcutta and 
54% at Madras were receiving animal milk. The 
corresponding figures for infants from house-holds 
with monthly incomes exceeding Rs. 1000/- were 
76% , 54% and 36% respectively. 


At the time of our Study, out of 4926 infants in 
all Centres and Study Groups, 1955 were receiving 
animal milk, either with breast milk, with other 
foods or exclusively; these infants were not receiv- 
ing any commercial infant foods. On the other 
hand, there were 1531 infants who were receiving 
commercial infant foods, either with breast milk as 
with other foods or exclusively. Thus, it would ap- 
pear that as. between animal milk and commercial 
infant foods, the former was still the major supple- 
ment of choice among the poor. Taking all centres 
together as at present, animal milk has only a small 
edge over commercial infant foods. CM is appa- 
rently running neck and neck with animal milk. It 
is quite possible that, if present trends continue, 
commercial infant foods may, before long, over- 
take animal milk to become the leading supple- 
ment of choice. On the other hand with special ef- 
forts and with better availability of fresh animal 
milk at Calcutta and Madras, the use of animal 
milk at these Centres could increase substantially 
and that of commercial infant foods could diminish 
to levels now obtaining at Bombay but this can 
come about only if the current trends are reversed. 
The great advantage of fresh animal milk is that, as 
mentioned earlier, it is always boiled before use, 
for equivalent amounts it is less expensive than 
CM, and problems of contamination incidental to 
storage under unhygienic conditions will be 

reduced. 
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Other Foods: In Table 7.3, we have provided data 
with regard to the use of different foods (other 
than commercial infant foods and animal milk). In 
Table 7.4, we have indicated the age of the infant 
at which the different foods were started. 


Cereals, pulses (dhal) and biscuits were com- 
monly used for infants at Bombay and Madras. 
The low use of cereals and pulses (dhal) at Calcutta 
may be due to the fact that ‘barley’ (pearl millet) 


and Sotti (arrowroot paste) were being widely used 


instead. Fruits were used for 27% of infants in 
Bombay, for 11% in Calcutta , but for only 7% in 
Madras. In fact, the use of fruits as special food for 
nursing mothers also was more evident at Calcutta 
(12%) and at Bombay (9%) than in Madras where 
it was negligible. Vegetables, especially leafy veg- 
etables, were not widely used, the highest percen- 
tage of infants getting these being at Madras (9%). 
Expensive non-vegetarian foods like eggs, meat 
and fish, were used by a very small number, about 
5% of infants, mostly belonging to the high in- 
come-groups. Biscuits were being used fairly 
widely for feeding infants at Bornbay (37%) and 
Madras (49%), but not at Calcutta. 


Cereals were started for about one fourth of 
the infants and pulses (dhal) for about one fifth, 
when the infant was between 3-6 months old. 


About one third of infants received cereals and an 
equal proportion of pulses ( dhal) as well after six 
months. In Tables 7.5, 7.6 and 7.7, we have set out 
information regarding the age at which the diffe- 
rent foods were introduced at the three Centres. 


The higher the socio-economic status, the gre- 
ater was the use of cereals, pulses (dhal) and fruits 
at all Centres. Fruits in particular were prestigeous 
foods which the elite alone could apparently af- 
ford. On the other hand, the use of biscuits for in- 
fant feeding was widely prevalent among the poor, 
especially at Bombay and Madras. A high propor- 
tion of infants from families of low income-groups 
and the underprivileged sections received biscuits. 
Thus at Bombay nearly 31% of infants belonging 
to families with per capita/monthly income of less 
than Rs. 50/- received biscuits as against 19% of in- 
fants of families with per capita/monthly income of 
over Rs. 200/-. More than a third of infants receiv- 
ing biscuits were Harijans (Scheduled Caste). At 
Madras, the proportions of infants of the lowest in- 
come-group (less than Rs. 50/- per capita/per 


-month) and of the highest income-group (more 


than Rs.200/- per capita/per month) receiving bis- 
cuits were nearly the same (45%). More than 50% 
of infants of the Harijans (Scheduled Castes) were 
taking biscuits, and generally infants of working 
mothers received these more often than those of 
non-working mothers. 


Table 7.3 — Use of different foods among infants getting supplementary or substitute foods 


> 


Percentage of infants given the foods 


_ Food items Bombay Calcutta Madras 
Cereals 42.1 bate 43.7 
Pulses 33.0 6.1 38.4 

~ Vegetables dk 925 9.0 
Leafy vegetables 1.4 3.6 9.2 
Fruits 212 10.7 7.3 
Fats 7.0 0.6 5.2 
Eggs ae | 3.6 3.4 
Meat, Fish, ete. 3.0 5.9 D1 
Biscuits 37.4 2.4 48.6 


Only those infants give e-mentary or § tute i | 
fants given supplementary or substitute foods are selected for comparing percentages, 
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Table 7.4 — Age at starting different foods 
Percentage distribution of infants given food by age at starting (in months) 


Food item 0-2 3-6 7-8 9-12 NR Total Sample % of N to 


and Centre size (N) infants on 


supplementary 
and substitute 


foods taken 

» . together 
Cereals 
Bombay 0.8 rsp a anes 40.1 1.1 100.0 481 42.1 
Calcutta 6.2 25.5 46.9 22.8 0.6 100.0 162 15.8 
Madras 0.9 24.7 34.5 39.6 0.3 100.0 579 43.9 
Pulses : 
Bombay {is | 7s 35.8 40.1 05; 100.0 377 33.0 
Calcutta _ 17.5 46.0 36.5 — 100.0 63 6.1 
Madras - 20.0 36.0 43.6 0.4 100.0 509 38.6 
Fruits 
Bombay | 1.6 42.0 27.4 29.0 — 100.0 310 271 
Calcutta 12.8 65.1 14.8 13 - 100.0 109 10.6 
Madras 4.1 36.1 26.8 33.0 - 100.0 97 Spe) 
Biscuits 
Bombay 0.3 36.9 34.6 24.6 3.6 100.0 424 oye 
Calcutta 4.0 36.0 8.0 4.0 48.0 100.0 23 2.4 
Madras 0.5 62:2 23.6 13.4 0.3 100.0 641 48.6 
Eh a ee eS ee SS 
Vegetables 
Bombay 7) 48.3 22.4 224 me SP 100.0 58 Del 
Calcutta - 24.5 52.0 pi es) - 100.0 98 95 
Madras ae 17.4 28.1 52.9 1.6 100.0 121 9.2 
a 
Leafy Vegetables | 
Bombay - 62.6 25.0 6.2 6.2 100.0 16 1.4 
Calcutta - S Pies) 45.9 21.6 - 100.0 37 3:6 
Madras - 17.9 29.3 51.2 1.6 100.0 123 9.3 
Cis. pegeeAee ee 
Eggs 
Bombay - 35.8 26.9 37.3 — 100.0 67 5.9 
Calcutta - 30.6 , 38.8 2 has 2.8 100.0 36 10.6 
Madras - 19.6 30.4: > ORR - 100.0 46 a0 


nn dda 
Meat, Fish, etc. 


Bombay - 0. ie 325 35.0 5.0 100.0 40 355 
Calcutta - 22.9 42.7 32.8 1.6 100.0 61 5.9 
Madras — Pa Sa 10.7 67.9 — 100.0 28 Pres | 


Ee seston 
1. The percentage figures pertain to only those infants receiving the particular item of food at the time of § tudy. 
2. The numbers of infants on supplementary and substitute foods taken together were 1142 at Bombay, 
1028 at Calcutta and 1320 at Madras 
3. NR Not recorded. 
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We draw pointed attention to the wide use of 


_ biscuits among poor infants at Bombay and Mad- 
Tas, as we consider that this practice can be 
_ exploited for the improvement of infant nutrition 
_ especially among the poor, by ensuring the availa- 
bility of inexpensive biscuits of good nutritive 
- value. This is an aspect which has not attracted the 


attention it deserves in nutrition intervention prog- 


| rammes. 


The foods (other than commercial infant 


foods and animal milk) discussed above were, of 
course, not used singly but always in some combi- 
nation. The most frequent combination was cere- 
als and pulses (dhal) (35% at Madras and 31% at 
' Bombay), cereals and biscuits (31% at Madras and 
23% at Bombay). Meat, fish and eggs were used 
- only in less than 5% of infants — all of them belong- 
ing to the highest income-group. 


Expenditure on “special foods” for infants: By 


“special foods” here, we mean all those food items 
specially purchased for the infant alone — such as 
animal milk, CM, CC, fruits and biscuits. These do 
not include foods like cereals, pulses (dhal) and 
vegetables which were also being given to the in- 
fants but which formed a part of the regular family 


diet not specially prepared for the use of infants 


alone. 


It was found that nearly 37% of families with 


monthly house-hold income of less than Rs. 300/- 


were spending more than 10% of their in- 


GQ 


come on “special foods” for their infants at Bom- 
bay, nearly 45% at Calcutta and 51% at Madras. 
The corresponding figures for families of this in- 
come group who were spending more than 16% of 
their income on such foods were nearly 24% at 
Bombay, 22% at Calcutta and 27% at Madras. The 
economic implications of these figures hardly need 
emphasis. 


Only about 17% of infants of the poorest in- 
come-group (house-hold income less than Rs. 300 
per mensem) at Bombay, 4% at Calcutta , and 
over 8% at Madras did not receive any special 
foods. 


In the above discussion, we have included 
among “special foods” not only CM and CC but 
also animal milk, fruits and biscuits. The figures 
for expenditure mentioned above have, therefore 
been arrived at after the inclusion of infants not re- 
ceiving CM and CC also; for this reason these fi- 
gures may be an underestimation of the expendi- 
ture incurred on CM and CC by such of those 
families whose infants are using these commercial 
infant foods. We will see in the next Chapter that 
among poor families with house-hold incomes of 
less than Rs. 300/- per mensem using commercial 
infant foods, the expenditure on such commercial 
infant foods alone exceeded 10% of household in- 
come in the case of 27% of such families at Bom- 
bay and 65% of such families at Madras and Cal- 
cutta. It will thus be seen that expense on commer- 
cial infant foods accounts for the lion’s share of the 
overall expenditure on “special foods” by poor 
families. 


Chapter 8 


Use of Commercial Infant Foods 


The term “Commercial Infant Foods” is used 
in this Report to include foods commercially pre- 
pared and marketed specially as infant foods. 
These foods are considered here under two broad 
categories: Commercial Milk Foods (CM) and 
Commercial Cereal Foods (CC). We have deliber- 
ately avoided references to individual brands in 
this Report. ) 


Commercial Milk Food 


Regional and locational differences: Of all in- 
fants investigated in the three Centres, it was 
found that 14% of infants at the Bombay Centre, 
36% of infants at the Calcutta Centre and 42% of 
infants at the Madras Centre were getting CM at 
some time or the other. 


In Chapter 7 it had been pointed out that 
1142, 1028 and 1320 infants at Bombay Centre, 
Calcutta Centre and Madras Centre respectively, 
were receiving foods other than breast milk either 
as ‘supplements’ or ‘substitutes’. Among such in- 
fants, 23% in Bombay, 48% in Calcutta and 56% 
in Madras were receiving CM. Thus CM was used 
as ‘supplement’ or ‘substitute’ in one of every four 
infants in the Bombay Centre; in Calcutta and 
Madras, almost every alternate infant receiving 
any ‘supplement’ or ‘substitute’ at all, was getting 
CM. The difference between the Centres in as re- 
gard was significant. 


Within each Centre the use of CM was highest 
in the metropolitan city and lowest in the rural en- 
virons; however, the order of the urban-rural dif- 


at Bombay and maximal at Calcutta (Table 8.1) 


ference varied from Centre to Centre, being leas 


Thus at the Bombay Centre, 28% of infants in th 
metropolis and 22% of infants in the rural environ 
were receiving CM; in Calcutta, the correspondin 
figures were 70% and 26%, and in Madras 68% 
and 36%. The semi-urban area in the immediat 
vicinity of the metropolis presented a picture al 
most similar to the metropolitan city as far as Bom 
bay and Madras were concerned. The use of CM i 
the towns (T1 and T2) of the Calcutta and Madra 
Centres was significantly less than in the met 
ropolis but more than in the rural environs of th 
metropolis. On the other hand, the use of CM i 
the towns studied at the Bombay Centre was sur 
prisingly low, indeed even lower than in the ruré 
environs of the Bombay metropolis. 


The fact that 22% to 36% of infants in the vil 
lages around the metropolitan cities were receivin 
CM would show that the use of commercial infan 
foods is by no means confined to the big cities bu 
has extended to their rural environs as well, in sig 
nificant measure. It must, however, be pointed ou 
that the villages investigated in this Study wer 
within a radius of 5 Km to 15 Km of the metropolis 
Though they were generally inhabited by the poc 
sections of the population, they cannot be cons 
dered as representative of remote rural areas of th 
country far away from the cities and with poc 
transport and communication facilities. The f 
gures for the usage of CM in the villages studie 
here cannot, therefore, be extrapolated as applic: 
ble to all rural areas of the country. 


The use of CM was not only much less on th 


<a @} 


Table 8.1 — Socio-economic profile of infants given CM in different Study Groups at the three Centres 


Percentage of infants given C M 


. Category Bombay Calcutta Madras 
: Study Groups 
e City 28.3 70.1 68.3 
E. SU 28.5 29.7 60.0 
E R 221 26.3 36.4 
E Tl Pe: 41.9 44.0 
E.. T2 Let 43.3 42.8 
e Type of dwelling 
. Hut 22.6 18.3 37.4 
. Chawl 20.8 58.4 64.4 
= Apartment or : 
3 independent house. 26.1 58.1 65.9 | 
Type of family , 
Nuclear 18.8 ; 38.3 shel 
Extended ; 24.8 52.9 4 
Joint 26.4 iat 63.2 
Per capita income per 
month (Rs.) 
50 or less 8.9 24.5 37.4 
51-100 oa A 48.2 60.8 
101-150 24.1 66.4 65.9 © 
151-200 25.7 TIL 80.0 
201+ 30.5 92.9 75.0 
Mother’s education 
No education 19.4 26.1 33.6 
Low 19.5 46.7 ays) 
High vA BS: 1Ee) 70.9 
Mother’s activity status 
Worker 23.5 63.6 - 
Non-worker PPE | 48.8 - 
Child’s birth order 
First 31.0 61.7 62.4 
Second or third 20.8 47.1 58.9 
Fourth or above 14.5 32.4 42.4 
Child’s sex 
Boy : 22a) 48.4 54.5 
Girl 22.4 48.5 56.6 
Place of delivery 
Home 13s1 D3i2 39.2 
Govt. Hospital 22.4 54.0 59.5 
Pvt. Hospital 25.8 81.3 65.1 


E> Ecc ccna e ea cea ae eee EEE Senn 


SU: Semi Urban, R: Rural, T1: Town with population of 50,000 — 99, 999. T 2 : Town with population of 20,000 to 49,999. 
CM: Commercial Milk Food 
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whole at the Bombay Centre than at the Calcutta 
and Madras Centres; it was also much less in all 
Study Groups within the Bombay Centre than in 
corresponding Study Groups within the other two 
Centres. This striking difference cannot be vaguely 
explained away as a “cultural difference”. We will 
discuss this question later in this Report, as it may 
provide a clue with regard to an important deter- 
minant of the use of CM. 


Socio-economic factors: Some data regarding 
the socio-economic pofile of families using CM for 
their infants have been set out in Table 8.1. We will 
discuss briefly only a few major findings here. 


In the present Study, we investigated the ex- 
tent of use of CM in different income-groups. Con- 
sidering the present cost of living, we will be jus- 
tified in considering families with a total monthly 
income of less than Rs 300/- as very poor; those 
with monthly income between Rs. 300 and Rs. 500 
as poor; those monthly income between Rs. 500 
and Rs. 1000 as belonging to the lower middle 
class; and those with monthly incomes above Rs. 
1000 as being of the middle class or affluent. 


It was to be expected that a high proportion of 
relatively affluent families will be users of CM. 
This expectation was largely borne out; 90% of 
such families at the Calcutta Centre and 75% at the 
Madras Centre were using CM for their infants, 
but only about 30% of such families at the Bombay 
Centre — an observation in keeping with the gener- 
ally low usage of CM at Bombay reported above. 
However, what was important was the finding that 
high proportions of ‘poor’ and ‘very poor’ families 
were also using CM. Thus at Calcutta nearly 24% 
of very poor families, 48% of poor families and 
66% of lower-middle income families were feeding 
CM for their infants. At the Madras Centre, the 
position was even worse; 37% of ‘very poor’ 
families, 61% of ‘poor’ families and nearly 66% of 
the ‘lower-middle-income’ families were using 
CM. At the Bombay Centre, in keeping with the 
relatively low usage of CM at all levels, 9% of ‘very 
poor’ families, 21% of ‘poor’ families and 24% of 
lower-middle income families were using CM; 


ol 


The proportion of CM users was no doubt 
larger among the affluent groups than among the 
low income groups, but the affluent group consti- 


tuted only a small minority of the general popula- 


tion. As a result, the great majority of families ac- 
tually using CM in the population as a whole be- 
longed to the poor income-groups. Thus at the Cal- 
cutta Centre, the ‘very poor’ and ‘poor’ families ac- 
counted for over 60% of CM users in the popula- 
tion studied; at the Madras Centre for nearly 67%, 
and at Bombay Centre for 36%. The amounts in 
which commercial infants foods are used for indi- 
vidual infants of different socio-economic groups 
may of course be expected to differ widely — the 
poor infant consuming far less than the affluent 
one. So, the differences in the percentages of “CM’ 
or ‘CC’ users will not reflect the overall offtake of 
these foods by different income groups. 


Nearly 18% of all families using CM at the 
Calcutta Centre, nearly 37% at the Madras Centre 
and nearly 23% at the Bombay Centre were actu- - 
ally living in thatched huts under unhygienic in- ~ 
sanitary conditions. Nineteen percent of infants of 
totally illiterate mothers were receiving CM at the 
Bombay Centre; the corresponding figures for the 
Calcutta and Madras Centres were 26% and 34% 
respectively. Thus a very large proportion of in- 
fants currently being fed CM belong to ‘poor’ 
families which could neither afford to purchase the 
CM in adequate quantity nor command the 
facilities for their hygienic use. A high proportion 
of the mothers using CM for their infants could not 
read the instructions on the label. 


The use of CM cannot, therefore, be dismis- 
sed lightly as an urban-elitist phenomenon. The 
fact that in the overall sense of numbers the major 
users of CM are the ‘poor’ living in unhygienic in- 
sanitary environment, signifies the major public- 
health implications underlying its use. 


Some attributes of CM users: CM was used 
more often in extended and joint families than in 
nuclear families; but since in all Centres the num- 
bers of nuclear families in the populations studied 
far exceeded the number of joint and extended 
families, nearly half of all CM users belonged to 
nuclear families, Since we may expect a pro- 


had ee 
iia ne 4 


_ gressive decline in the proportions of joint and ex- 
_ tended families in the years ahead, it may be of 
_ practical importance to further elucidate the fac- 
tors underlying the differences in the level of use of 
CM as between nuclear families on the one hand 
and joint and extended families on the other. 


_The child’s birth order seemed to be a signifi- 
cant determinant. CM was most used for the first- 
born, and there was a progressive decline in its use 

with increasing birth order. There was no differ- 


- ence in the use of CM as between male and female 


_ infants in any Centre. The fact that a food consi- 
dered ‘prestigeous’ was being given as often to girls 
as to boys is contrary to the prevailing impression 
of discrimination against female children. 


CM was given toa much smaller percentage of 
children born at home than those delivered in hos- 
pitals (Government or private). Thus over 81% of 
_ infants delivered in private hospitals, and 54% of 
infants delivered in Government hospitals were re- 


ceiving CM as against only 23% born at home at © 


the Calcutta Centre. At Madras more than 60% of 
infants born in hospitals were receiving CM as 
against 40% of those born at home. At Bombay as 
against 26% and 22% of infants born in’private and 
- Government hospitals respectively receiving CM, 
only 15% infants delivered at home were fed CM. 
These figures are highly suggestive of the role of 
the “hospital system” in the promotion of CM use. 


At Calcutta and Bombay, it was found that a 
small number of infants delivered in hospitals had 
been given pre-lacteal feed of CM by bottle even 
before they were put to breast. A relatively high 
proportion of such infants continued on CM. For- 
tunately, the practice of introducing the infant to 
bottle feeds of CM even before breast feeding 
started, was not observed at Madras. 


At all three Centres, it was observed that the 
death of an earlier baby had apparently acted as a 
disincentive to CM feeding. The proportion of CM 
use among mothers who had lost a baby earlier, 
was less than among infants whose mothers had no 
such unfortunate experience. The significance of 
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this finding, if any, has to be further elucidated. 


The role of health personnel: It is generally be- 
lieved that the use of CM is largely determined and 
promoted by health personnel. But then, as we 
have seen from the data presented above, the great 
majority of CM users are the poor and low income- 
groups who do not have ready and direct access to 
health personnel. The affluent section of the popu- 
lation have of course far better and more direct ac- 
cess to health personnel than the poorer sections 
and we have already seen that the use of CM 
among them is very high. Of significance is the fact 
that a very high proportion of infants born in hospi- 
tals, as compared to those born at home, receive 
CM. The “hospital culture” obviously heavily 
favours the use of CM. 


In the course of this Study, we tried to obtain 
information from CM users as to who advised them 
to use CM in the first place. We have presented the 
results of these enquiries in Chart 8.1. At Bombay, 
use of CM was definitely advised by health person- 
nel in 145 infants, at Calcutta in 66 infants and in 
Madras in 41 infants. In the case of more than 90% 
of infants in the three Centres, however, the 
mothers received no such direct advice. When 
health personnel had advised CM, the advice was 
largely accepted. Thus out of a total of 252 mothers 
advised CM by health personnel in the three 
Centres, 188 (nearly 70%) followed the advice. 
Out of 4674 mothers in all three Centres who re- 
ceived no such advice, 1298 (28%) were using CM. 
It must, however, be added in fairness to some 
health personnel that they did advise continuance 
of breast-feeding as long as possible at least in a 
small proportion of cases. 


The important points that emerge from the 
above analysis are that: (1) health personnel do ad- 
vise the use of CM to those whom they come into 
contact with and such advice is largely accepted; 
(2) Among low income-groups who do not have 
ready access to health personnel and who had not 
been advised the use of CM, a significant propor- 
tion was still using CM , though the proportion was 
not as high as among the “advised group”. It is not 
clear from this Study as to why and how they made 
this choice. There may be several reasons, but we 
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may consider-a possible one. 


The affluent CM users, belonging to the high 
socio-economic, “better educated”, elitist class, 


are the trend-setters whom the poor would envy 


and, if at all possible, wish to emulate. The wide 
use of CM by these trend-setters could have contri- 
buted to the “prestige” which CM enjoys in the 
eyes of the poor. The influence of health personnel 
on these trend-setters is strong. By (unwittingly?) 
promoting CM among this group, health personnel 
may also be playing an important, though indirect, 


role in the current widespread use of CM among - 


the poor. Movements, as those now in operation in 
Europe and U.S.A., urging return to the tradi- 
tional practice of breast-feeding among the 
affluent, may be an important part of the strategy 
for promotion of breast-feeding among the poor as 
well. Health personnel can play an important part 
here. 


Reconstitution of CM: The major causes for 
concern over the use of CM by low income-groups 
are that: (a) the reconstitution of CM may be done 
under unhygienic conditions leading to infection, 
and (b) attempts will be made by low income- 
groups to ‘stretch’ the small quantity of CM, which 
is all that they can afford, by over-dilution leading 
to undernutrition. In the course of this Study we 
gathered information on how CM was reconsti- 
tuted. . 


CM was used for 186, 464 and 561 infants at 
Bombay, Calcutta and Madras Centres at the time 
of our interview. Mothers of 21 infants at Bombay 
and of four infants at Calcutta admitted the use of 
unboiled water for reconstitution. We could obtain 
no response from mothers of 17 infants in Bombay 
and 40 in Calcutta on this point. All other mothers 
in Calcutta and Bombay, and all mothers in Mad- 
ras claimed that boiled water was used for recon- 
stitution. At Calcutta 46% of mothers were mixing 
CM powder with animal milk in preparing the 
feed; the practice was not significantly prevalent in 
Madras and Bombay. The practice of mixing CM 
and CC while reconstituting was followed in about 
8% to 10% of CM users in the three Centres. 


On the basis of label instructions on the con- 
tainers of different types of CM, we prepared a 
schedule on proportion of milk powder and water 
needed for proper reconstitution. This helped us to 
identify infants in whose cases the dilution was 
“appropriate” (that is, as recommended in the 
label) and those in which it was not. We found that 
the recommended proportion of powder and water 
for reconstitution was not followed for any infant in 


Bombay, bu: followed for only 12 infants (3%) in 


Calcutta, and 6 (1%) in Madras. In most other 
cases there was considerable over-dilution. In 86% 
of infants in Bombay, 84% in Calcutta and 94% in 
Madras, the feed contained. smaller amounts of 
CM than was recommended in the label. The in- 
teresting aspect was that even the “educated”, 
“elitist”, affluent section largely failed to follow 
the recommended instructions for reconstitution. 


Mode of feeding: The affluent sections gener- 
ally use feeding bottles for feeding CM. The use of 
feeding bottles calls for a high standard of hygiene, 
which the poorest communities cannot command, _ 
In Table 8.2, we have presented data that would . 
show how CM was being fed by the poor income- 
groups in Bombay, Calcutta and Madras — from 
bottle or by spoon or from traditional vessels. It 
will be seen that as between CM and AM (animal 
milk) in all three Centres, CM was more often fed: 


- from bottle than AM. In Bombay and Madras, CM 
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was fed from bottle much more often than by 
spoon or from traditional vessels. In Calcutta, 
however, spoon and traditional vessels were much 
more often used for feeding CM than bottles. 


Many infants getting commercial infant foods 
were being bottle-fed. The use of bottle was fairly 
widespread in all three Centres but was particu- 
larly noticeable in Madras. While in Calcutta and 
Bombay conventional feeding bottles were used, 
in Madras more than half the ‘bottle-users’ used 
bottles of other kinds — such as medicine bottles. 
This was especially the case in poor homes. 


Table 8.2 — Mode of feeding CM and AM 2 
a 


Household Percentage fed from bottle Percentage fed by spoon or from 
income traditional vessel 
Bombay Calcutta Madras Bombay Calcutta Madras 

Rs. 300/- per mensem or less 

CM 67 ame 77 ee) 63 23 

AM 46 22 63 54 78 37 
Rs. 301-1,000 per mensem 

CM 76. 45 82 24 55 18 

AM 50 28 56 50 Flee 44 


CM — Commercial Milk AM — Animal Milk 


People, so poor that they could not afford to buy 
feeding bottles, were resorting to bottle-feeding 
“because it was convenient”. Most poor mothers 
used just only one bottle. 


Table 8.3 — Pattern of cleaning bottles 


Cleaning ___ Percentage distribution of bottle-fed 
[pattern infants 
Bombay Calcutta Madras 
Sterilised [335 5.0 1.8 
Cleaned pies! 7533 9233 
with water 
(hot or cold 
and with 
brush/with 
or without 
soap) 
Not cleaned 5.8 16.6 ds Q 
after every 
feed 
N.R 3.0 Sak 0.9 
100.0 100.0 100.0 


2 eo ceeS 2S Oye ea 
Sample 


Size (N) 
<<" 2. 1 ei. Se 
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Since the greatest risk of bottle-feeding lies in 
infection arising from improper cleaning, we col- 
lected data in this Study on how the bottles were 
being actually cleaned. In Table 8.3 we have set 
out this information. 


Sterilisation (and that too not after every 
feed) was practised to a significant extent only in 
Bombay. In Calcutta in a fair proportion of cases 
the bottle was not cleaned after every feed. In 
Madras in a high proportion of cases the bottles 
were cleaned in cold water like any ordinary cook- 
ing vessel, using mud or “chikai” (soap-nut 
powder). 


Even in those instances where mothers 
claimed that they were sterilising the bottles, care- 
ful enquiry revealed that sterilisation was not done 
after every feed (Table 8.4). 


The nipples on the bottles were usually left ex- 
posed between feeds and also often just washed in 
cold water. 


It should thus be clear that the conditions 
under which bottle-feeding is practised and CM is 
being used, favour infections. especially in com- 
munities where environmental sanitation is poor 
and safe water supply is often not available. These 


Table 8.4 — Pattern of sterilisation of bottles 


Sterilisation Percentage distribution of infants 
pattern 
Bombay Calcutta Madras 
Sterlised ERS pie. 0.9 
after every 
feed 
Sterilised 10.9 4.7 1.0 
for half or 
more than 
half the 
number of 
feeds 
Sterilised 23.7 2985) LT 
for less than 
half the » 
number of 
feeds 
Not sterilised 50.9 61.1 95.4 
N.R. 3-0 22) 1.0 
100.0 100.0 100.0 
Sample Size (N) 532 319 76 


observations underscore the risks: involved in 
promoting the use of CM/CC among the poor in- 
come-groups who can hardly afford them and who 
cannot command necessary hygienic standards es- 
sential in their use. 


Use of CM within the first month after birth: 
CM had been started within the first month after 
birth in 3% of all infants at the Bombay Centre, 
7% of all infants at the Calcutta Centre and 2% of 
all infants atthe Madras Centre. At Madras, of the 
36 infants who had been started on-CM within the 
first month, 26 were not breast-fed at all; in other 
words, CM had totally replaced breast milk in 
these children. This was the case with regard to 17 
of 51 infants receiving CM within the first month at 
the Bombay Centre, and 14 of 101 infants at the 
Calcutta Centre. 


Since there were as many as 101 infants in the 
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Calcutta Centre sample who had been started on 
CM within the first month itself, it may be interest- 
ing to consider what proportions of infants belong- 
ing to different socio-economic groups were fed 
CM within the first month itself. It was seen that 
nearly 30% of the relatively affluent groups had 
started their infants on CM even within the first 
month after their birth. More than one third of in- 
fants born in hospitals (27.2% in private hospitals 
and 7.2% in Government hospitals) had started re- 
ceiving CM within the first month itself. It is proba- 
ble that the great majority of these infants came 
from the relatively affluent group who could afford 
not only delivery in hospitals (especially private 
hospitals) but also CM for their infants. Even so, 
that such a high proportion of infants born in hos- 
pitals “took to the bottle” so early in their lives, 
would suggest the prevalence of a highly favoura- 
ble “climate” for the promotion of CM in hospi- 
tals, especially the private ones. In an earlier 
Chapter, we had referred to our finding that a high 
proportion of infants who had been fed CM even 
before they could be put to breasé (pre-lacteal 
feeding) was made up of infants born in hospitals 
(especially private ones). 


The more disturbing finding was that 33.4% 
(nearly one third) of ‘lower middle class’ and 
‘poor’ families at the Calcutta Centre had started 
their infants also on CM even within the first 
month of their birth. 


Age at introduction of CM: Table 8.5 gives the 
distribution of infants receiving CM according to 
their age when the food was started. Of all infants 
receiving CM, it was found that CM had been 
started before the end of six months in about 92% 
of infants in Bombay, 95% of infants in Calcutta 
and 93% of infants in Madras. Some paediatricians 
advise introduction of supplements by the fourth 
month; it was found in the Study that about 51% of 
infants in Bombay, 63% in Calcutta and 37% in 
Madras had been started on CM even before the 
third month. Nearly 20% of infants in Bombay and 
Calcutta and about 5% in Madras started receiving 
CM even within the first month. The “early CM 
starters” were infants who belonged mostly to 
families with high socio-economic status, high 
level of education, high per capita income and 
born at private hospitals (Table 8.1). 


Table 8.5 — CM-fed infants by their age at starting 


Percentage distribution of CM-fed infants by their age at starting CM 


(in months) 
—_——— 000 COO 
‘Centre . Less than 1 1-2 3-4 5-6 7+ ~~ Total Sample size 
(N) 
Bombay 19°38 31.4 31.4 9.3 8.1 100.0 258 
Calcutta 20.5 42.1 2a4 9:5 4.8 100.0 497 
Madras 4.9 31.8 43.2 13.4 6.7 100.0 733 


CM — Commerical milk 


The important message is that in more than 
90% of cases where CM is used, it is used in early 
infancy (before six months) — in a substantial 
majority of cases within three months. Thus CM 
could be an important factor in discouraging exclu- 
sive breast-feeding even for the first four months of 
infancy. To that extent its use generally implies 

erosion or undermining of breast-feeding and also 
exposure of the infant to the risks of infection in 
early infancy. It may be argued that animal milk is 
also used as a supplement in a majority of cases 
within the first six months. But as we have pointed 
out elsewhere, animal milk is: (1) much less expen- 
sive and (2) being invariably boiled before use, it is 
much less likely to promote infections. 


Duration of use of CM: In assessing the dura- 
tion, we took into account the month when CM 
was started and either the month CM was discon- 


tinued or the age of the child at our interview, if 
CM was still being given. The inclusion of the latter 
group might have contributed to some under-esti- 
mation of the duration of CM feeding. We had 
mentioned earlier that CM had been started at 
some time or other for 258, 497 and 733 infants in 
Bombay, Calcutta and Madras respectively. We 
found at the time of our interview that of these as 
many as 186 or 72% in Bombay, 464 or 93% in Cal- 
cutta and 561 or 76% of infants in Madras were still 
getting CM. In order to get a better estimate of the 
duration of CM feeding, we selected the group of 
older infants (10-12 months) who numbered 83, 
120 and 249 at the three Centres. Their distribution 
by duration of use of CM is given in Table 8.6. 


Several children who were receiving CM as 
supplement or substitute, were also receiving 
other foods. Later in the Report, we present data 


Table 8.6 — Duration of use of CM among older infants. 


Percentage distribution of CM-fed older infants by duration 
ee 


3 months 
or less 


4-7 
months 


a hE 


31.3 


Bombay 
Calcutta te) 
Madras D853 


CM Commercial milk 


32.6 
36.6 
37.0 


8 months Total Sample Mean 
or more size (N) 
36.1 100.0 83 5.5 
50.1 100.0 120 6.8 
eB 100.0 249 5.8 
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oxy 


regarding the use of CM and CC in infants as 
supplementary food, in the total context of infant 
feeding. 


Commercial Cereal Foods 


Extent of use: Commercial cereal foods (CC) 
were used as supplements to breast milk, animal 
milk or CM. We, therefore, ascertained the pro- 
portion of infants given CC among those who were 
on supplemental or substitute foods. Of infants re- 
ceiving supplements, CC was used for 25% of in- 
_ fants in Bombay, 14% in Calcutta and 31% in 


_ Madras. The corresponding percentages for use of * 


_ CM at the three Centres were 23%, 48% and 56% 
respectively. 


The attributes of families using CC were 
nearly similar to those using CM (Table 8.7). A 
very high proportion of infants of families with 
high income and high socio-economic status, who 
were delivered in hospitals (especially private hos- 
pitals), received CC. Higher proportion of first- 
born infants got the food than infants of higher 
birth orders. Generally, CC was in much less use 
than CM at the Calcutta and Madras Centres. In 
Bombay city, however, CC was used nearly as 
much as CM. The use of CC in the rural areas of all 
Centres was much less than the use of CM. 


CC had been advised by doctors for 168 (9% 
of all) infants in Bombay, 438 (32% of all) infants 
in Calcutta and 377 (22% of all) infants in Madras. 
The estimated percentage of infants actually re- 
ceiving CC at these three Centres, however, were 
15%, 10% and 24% respectively at Bombay Cal- 
outta and Madras. Thus in Bombay practically all 
- ants who were advised CC by the doctors re- 
Bcd the food; quite a few not so advised also re- 
ceived CC at the Bombay Centre. In Calcutta, no 
infant who was not advised CC by doctors ever re- 
ceived CC; on the other hand in quite a large prop- 
-oxtion of such infants who received such advice, 
the advice was not followed. In Madras also, the 
doctor’s advice to use CC was ignored in a large 
proportion of cases; but unlike in Calcutta, CC was 
being used in a good proportion of infants with no 
advice from doctors. 


A comparison of Charts 8.1 and 8.2 which pre 
sent data regarding advice and use of CM and CC 
respectively reveals an interesting finding. Health 
personnel seemed to have largely preferred to,ad- 
vse CC rather than CM; this trend was highly evi- 
dent in the data in Calcutta and Madras and to a 
much smaller extent in Bombay. Equally interest- 
ing were the findings that (a) the advice to use CC 
was ignored to a considerable extent in Calcutta 
and Madras. Thus in Calcutta while nearly 32% of 
infants were advised CC, only 10% followed the 
advice. In Madras, while CC was advised for 
nearly 22% of infants, the advice was followed by 
only 10%. (b) No infant which was not advised CC 
received the food in Calcutta, while in Madras, 
14% of infants fed CC were those who had not 
been so advised. (c) Unlike with CC, nearly 33% 
of infants in Calcutta and 41% of infants in Madras 
receiving CM were those who had not been so ad- 
vised. It appeared that while the ‘preference’ of 
health personnel at least as far as Calcutta and 


‘Madras Centres were concerned was for CC, the 


‘preference’ of the public lay with CM. This 
phenomenon needs further examination. 


Age at Starting CC: The manufacturers of CC 
recommend that their CC food be started at the 
age of three months and the health personnel ap- 
parently fall in line. It is, therefore, not surprising 
for a majority of CC-fed infants, namely 60% in 


‘Bombay, 55% in Calcutta and 49% in Madras that 


CC had been started at three months of age. A few 
mothers had started the food even earlier. 13% of 
CC-fed infants in Bombay, 12% in Calcutta and 


- 13% in Madras had been started on CC after six 


68 


months. We found that out of 280, 142 and 410 in- 
fants in Bombay, Calcutta and Madras respec- 
tively to whom CC was started at some time ear- 
lier, 226 (81%), 128 (90%) and 295 (72%) were 
still using it at the time of interview. 


Reconstitution of CC: Complete details re- 
garding the reconstitution of CC were collected for 
207 infants in Bombay, 103 in Calcutta and 285 in 
Madras. These data are presented in Table 8.8. We 
describe below some of the reconstitution proce- 
dures followed in the different Centres. 


Table 8.7 — Socio-economic profile of Infants given CC in different Study Groups at three Centres: 


Category 


Study Groups 
City 
SU 
R 
Abe 
sf Ba 


Type of dwelling 
Hut 
Chawl 
Apartment or 


independent house. 


Type of family 
Nuclear 
Extended 
Joint 


Per capita income per 
month (Rs.) 
50 or less 
51-100 
101-150 
151-200 
201 


Mother’s education 
No education 
Low 
High 

Mother’s activity status 
Worker 
Non-worker 


Child’s birth order 
First 
_ Second or third 
Fourth or above 


Child’s sex 
Boy 
Girl 


Place of delivery 
Home 
Govt. Hospital 
Pvt. Hospital 


SU: Semi Urban, R: Rural, 
CC : Commercial cereals 


Percentage of infants given C C 


Bombay 


hD 
18.1 
42.0 


Dlees 
Zoek 


35.9 
Pag S) 


11.93 


26.8 
pa? 


202 
16.3 
42.1 


T1: Town with population of 50,000 ~99, 999. T2: Town with population of 2 
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Calcutta 


Madras 


hn 
37-5 
11.7 
19:4 
29-7 


15:2 
34.9 


46.1 


28.7 
a PASS, 
34.5 


0,000 to 49,909. 
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Table 8.8 — Reconstitution of CC Feed 


Percentage distribution of infants given C C feec 


Medium used 


‘Bombay Calcutta 


Water 20.8 
Animal Milk 46.3 
~ Animal Milk + Water 22.4 
Commercial Milk 9.0 
Animal Milk + Commercial Milk _- 
Other Foods £5 
Total 100.0 
Sample size (N) 66 


For younger infants in Bombay, CC was gen- 
erally mixed with some kind of animal milk. This 
practice was followed for 46% of young infants 
using CC in Bombay. For twenty-two per cent of 
young infants in Bombay using CC, the food was 
mixed with animal milk and water, and in 21% of 


3-6 Months 


infants with just water alone. The practice of mix- 


ing CC with CM was followed for only 9%. In Cal- 
cutta, CC was mixed with water in the case of 35% 
of infants, with animal milk for 26%, with water 
and animal milk for another 12% , and with CM for 
about 21% of infants. 


In Madras, however, in the great majority of 
infants receiving CC (65%) reconstitution was 
done just with water. Animal milk and CM was 
used as ‘diluents’ in 13% and 10% of Sauls re- 
spectively. 


For older infants, at all three Centres, recon- 
stitution was done in a high proportion of cases 
with water alone except that at Calcutta Centre, 
even among older infants receiving CC, in nearly a 
third of cases was mixed with some CM as well. 


The above data regarding the ingredients that 
go into the preparation of a feed containing CC, do 


v1 


7-12 Months 


-Madras 


‘Madras Bombay Calcutta 


35:3. oe 46.1 29.0 68.5 
26.5) 22a 30.5 24.6 13.6 
11.8 5.9 8.5 : 2.7 
20.6 9.8 4.3 39.1 12.0 
: 4.0 0.7 43° ee 
5.8 2.0 9.9 3.0 2:2 
100.0 100.0 ~=100.0 = 100.0 ~— 100.0 
34 101 141 69 184 


not however reveal the full picture. The amount of 
CC that was actually given to the infant in any feed, 


‘ina great majority of cases at all three Centres, was 


no more than just one to two teaspoonfuls and the 
feed was diluted to thin watery consistency. The > 
usual proportion was just one to two teaspoonfuls. 
and the total quantity of the prepared feed includ- 
ing the water was less than five ounces in most 
cases. Thus most of these ‘feeds’, especially among 
the poor, were no more than half-feeds or just 
token feeds, given merely to “fill the infant’s 
stomach” for the time being. 


The picture of CM and CC use at the time of 
our interview: At the time of our study 37% of in- 
fants in Bombay, 25% of infants in Calcutta and 
23% of infants in Madras were on breast milk. The 
rest were either receiving supplementary foods 
(besides breast milk) or were on substitute foods 
(with no breast milk). Among such infants we have 
indicated the distribution of CM/CC users in the 
different Study Groups, who were either on 
supplementary or substitute foods who numbered 
1142 at Bombay, 1028 at Calcutta and 1320 at Mad- 
ras Centres, as many as 31% in Bombay, 46% in 
Calcutta and 53% in Madras received commercial 
infant foods — either CM or CC or both. In Table 
8.9 we have indicated the overall perce ntage dis- 
tribution of infants by the use of CM, CC or both as 
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observed at the time of our study. 


The proportions of CC users who were CM 
users as well varied at the three Centres. While 
only eight per cent of the CC users in Calcutta had 
also used CM, the proportion was 39% in Bombay 
-and 70% in Madras. Since the majority of CC users 
were also CM users in Madras, their characteristics 
were nearly similar. In Calcutta, this was not so as 
only 8% of CC users had used CM. It would appear 
that the poor and low income-groups in Madras 
while preferring CM were also using CC to a sig- 
nificant extent. Thus 14% of infants who had no 
access to ‘health advice’ were using CC in Madras. 
On the other hand, the poor and low income- 
groups in Calcutta apparently used CM and av- 
oided CC. Thus no infant not having access to 
health advice ‘at Calcutta was receiving CC. 


As was to be expected, commercial infant 
foods{CM and CC) were used in a higher propor- 
tion of high-income house-holds (income exceed- 
ing Rs. 1001/- per month) — 63% in Bombay, 76% 
in-Calcutta and 63% in Madras. The correspond- 
ing percentages for low-income house-holds (in- 
come less than Rs. 300/- per mensem) were 29% 
for Bombay 40% for Calcutta and 33% for Mad- 


ras. But, again, as had been pointed out earlier, | 


since the low income-groups vastly outnumber the 
affluent, when absolute numbers are considered, 
the majority of commercial infant foods users in 
the country today are the ‘very poor’, ‘poor’ and 
‘low income-groups’. 


Reasons proffered for use of commercial infant 
foods: Among the major reasons advanced by 
mothers for using these foods for their infants 
(Table 8.10) were : (1) They were advised to do so; 
(2) they believed that these foods were ‘nutritious’, 
‘good for digestion and growth’. This latter belief 
was expressed by 13% of mothers using these 
foods in Bombay, 16% in Calcutta and 21% in 
Madras respectively; (3) Some mothers had had 
‘good reports’ of the use of these foods by their re- 
latives or friends. (4) Nearly one fourth of the users 
of these foods said they used them because they 
found them convenient. (5) Many mothers said 
they had no specific reason but had simply decided 


Va 


to use these foods. Among ‘reasons’ reported by a 
small minority of mothers were the following: (1) 
that their infants like the foods; (2) the mother was 
working; (3) that the foods were less expensive (!). 


The mothers were given the option to offer 
more than one reason for use of commercial infant 
foods, but by and large they gave just one reason. 
In the metropolitan cities, the most important 
reason was that the mother had been so advised — 
59% in Bombay City, 61% in Calcutta City and 
50% in Madras city. This reason (advice) did not fi- 
gure prominently in the rural areas or the small 
towns. It was also interesting that a much higher 
proportion of “educated” mothers received such 
advice (61% in Bombay, 70% in Calcutta, and 
54% in Madras). Among illiterate mothers, the ad- 
vice was offered to a less proportion — 34% in 
Bombay, 26% in Calcutta and 42% in Madras. 
These figures give no room for satisfaction or com- 
placency. Illiterate mothers (who are also invari- 
ably poor and who live in unhygienic surround- 
ings) constitute the majority; therefore, in actual 
absolute numbers, the number of illiterate 
mothers and mothers with low education advised 
to use these foods will far exceed the numbers of 
‘better educated’, affluent mothers receiving such 
advice. . 


In this Study, we obtained confirmation of the 
impression that higher proportions of working 
mothers use commercial infant foods for their in- 
fants than non-working mothers only as far as 
Madras Centre was concerned. Thus in Madras, 
against 86% of working mothers who were using 
these foods for their infants, only 57% of non- 
working mothers were using them. In Bombay, the 
proportions of working and non-working mothers 
using commercial infant foods were nearly similar. 


It was strange that “convenience of prepara- 
tion” was mentioned as the reason for use of com- 
mercial infant foods by a much higher proportion 
of illiterate mothers and mothers of the lowest in- 
come-groups than educated mothers of affluent 
families. This should make us doubt if the low in- 
come group mothers had really understood that 
water used for reconstitution of the food must be 
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Table 8.11 — -Percentage of infants according to use of commercial infant foods compared to 
: exclusive breast-feeding 


Percentage distribution of infants * 


Study Groups CM Given ~ CC Given ’ Exclusively breast-fed 
and per capita wa eee 


per months (Rs.) 


50 or less 3.8 
51 —100 15.6: °. i473 56.0 oA 9.0 24.1 39.5 29:3 20.5 49 
- 101-150 21.0 60.3 37.7 20.4 20.6 36.6 26.3 14.7 18.7% 
151-200 24.8 102 73.4 30.4 36.2 64.1 21.0 14.9 7.8 


201 + 31.9 O77 67.7 55:5 53575 59.4 10.1 2.3 123 | 
SU 50 or less tS _ 26.5 - ~ 8.8. 50.0 254 29.44 
51°-—100 10.8 23.85 2 AG 8.1. _ SU Gre Ad > 3S 26.9 


(iets, 13.7... 375 eee. ~ 23:5 =< eae | 
Lpie200.. 24.4 3393 664 33.3. 33.3 Ag. 33.5) 
201 + 26.0 i ee fo 6 4 


R 50 or less 8.7 8.1 20.5 - — 4.0 30.4 27.6 29 .Gem 
~ 51 -100 12.5 17.9 43.2 5.0 1.8 18.2 Shi. 304 22 
POE=150° 37.5 33.3: eles 18.8 4.2 18.2 12.5 20 364 © 
151-200 14.3 50.0 50.0 ~ _ ; | 
201+ - ek Sone 12.5 Dhak 66.7 20.0 14.3 = 


T1 50 or less 1.8 13.4 20.3 te Dice 8.9 Sb. - 34.9 38.0 
~ 51 -—100 7.8 34.2 sort 0.9 11.4 LES 48.0 2d de 20.6: 3 
101-150 8.3 44.4 53.6 16.7 14.8 14.3 o1.9 ZLib 14.3 — 
151-200 Sel 64.3 70.0 eyes) Sieh 40.0 iz a4 10.0 — 


201 + 15.0 81.8 66.7 40.0 63.6 50.0 12.5 _ 33.3 4 
T2 50 or less £3 21S 16.4 ~ Zo 9.0 67.9 Lok 31.3 
51 —100 na emai: 8 | 38.0 We 4.0 24.0 53.4 18.0 18.0 
101-150 9.6 77.8 48.7 _ 14.8 51.3 46.2 | BEA 17.9 
151-—200 Sed 62.5 Lisa — 12.5 52.6 41.7 25:0 10:54 
#46) ie 3 25.0 90.9 53.8 16.8. lee 30.8 18.8 - 15.4 


CM Commercial milk CC Commercial cereals T1 Town with population 50,00 to 99,999 T2 20;000 to 49,999 
£ Bombay 2. Calcutta 3. Madras 


* Some of the infants received both CM and CC. So the percentage of commercial infant foods users will be less than the sum of the 
percentages of CM and CC users. . 


“boiled or ‘i they had understood it, if they were ac- 
tually practising it. On the other hand, the “con- 
venience” factor could be a valid practical reason. 
These foods do not need cooking and this implies 
considerable saving on fuel and time, and can 
therefore be readily offered over and above the 
‘family food’ or breast milk. 


Inverse relationship between exclusive breast 
feeding and CM/CC use: In Table 8.11, we have set 
out the percentage distribution of infants in diffe- 
‘rent Study Groups (and income groups within 
Study Groups) who were receiving CM and/or CC 
or who were being exclusively breast-fed at the 
time of our Study. Exclusive breast-feeding gener- 
ally obtains in the early part of infancy while in- 
fants receiving CM and/or CC belong either to 
“early or late infancy. We are thus not dealing with 
the same age-periods while considering CM/CC 
“users on the one hand and exclusively breast-fed 
infants on the other. For this reason, comparison 
of the percentages may be misleading. We have 
‘presented the data in the Table only to show the 
following: (a) that there is a striking inverse re- 
lationship between exclusive breast-feeding and 


_ CENTRE Household 


use of CM/CC in a population group. Poor exclu- 
sive breast-feeding and high CM and CC use ap- 
pear to be part of the same “infant feeding” cul- 
ture: (b) that a higher percentage of infants of the 
urban poor get CM and/or CC than infants of the 
rural poor; thus, the urban poor are more vulnera- 
ble in this regard: (c) that there is a remarkable 
inter-regional variation with respect to exclusive 
breast-feeding and CM/CC use. 


Expenditure on Commercial Infant Foods: An 
important consideration against the use of these 
foods is their high cost. If these foods are in fact 
used in the amounts recommended, a substantial 
part of the income of poor and low income families 
‘would go to the purchase of these foods. It is this 

‘dilemma which is now sought to be avoided by the 
frantic attempts to “stretch” the highly inadequate 
amount of these foods which is all that the poor can 
afford. If CM were to be solely used to meet the 
needs of the infant, the cost per month would be 
around Rs. 150/-. This figure has to be seen in the 
light of the fact revealed by this Study that nearly 
30% to 40% of poor families with income levels 
less than Rs. 300/- per mensem (average of 4 to 5 


Table 8.12 — Percentage distribution of infants according to percentage of household income per 
month spent on commercial foods. 


Percentage of infants according to income spent on commercial foods 


Sample Less than 10% or N.R. 
Income Size (N) 10% -more 
Per-month 
(Rs.) 
Bombay 300orless 15 46.6 26.7 26.7 
301-— 500 59 66.2 16.9 16.9 
501-1000 141 70.2 12.8 17.0 
1001 + 122 86.0 2) Le5 
Calcutta 300or less 80 30.0 65.0 5.0 
301— 500 124 55.4 38.0 6.6 
501 — 1000 163 68.1 28.2 Sy 
1001+ 99 92.0 4.0 4.0 
- Madras 300orless 215 27.0 65.1 7.9 
. 301— 500 173 53.8 41.0 5.2 
501 —1000 206 73.8 Be.3 3.9 
1001 + 119 90.0 530) 5.0 
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family members) had got into the practice of using 
these foods. But they could not afford to buy these 
foods in the amounts needed for adequate feeding, 
they were buying small quantitites and stretching 
them through overdilution. 


Expense incurred by house-holds on Commer- 
cial Infant Foods: The numbers of infants receiving 
either ‘supplementary’ or ‘substitute’ foods were 
1142 in Bombay, 1028 in Calcutta and 1320 in Mad- 
ras. Of these, 348 in Bombay, 486 in Calcutta and 
717 in Madras were receiving Commercial Infant 
Foods (CM, CC or both). The house-hold income 
per mensem was less than Rs. 1,000/- in the case of 
61% of families using commercial infant foods in 
Bombay; in 79% of families using such foods in 
Calcutta and in 83% in Madras. 


Even in the poorest homes with a total house- 
hold income of less than Rs. 300/- per mensem, 
65% of families in Calcutta and Madras and 27% 
of families in Bombay were spending more than 
10% of their income on these foods, in spite of the 
fact that these foods were being used in small quan- 
tities as a minor supplement (Table 8.12). 


It is, however, not just the expense incurred 
by poor families that can ill-afford such expense 
that should cause concern; it is the fact that even 
after such expense these foods in the amounts they 
are bought are inadequate to meet the infants’ 
needs, and the manner in which these foods are 
given is so unhygienic that it should cause even gre- 
ater concern. 


Use of commercial infant foods in the total con- 
text of infant-feeding practices: The data presented 
so far on proportions of poor income-groups cur- 
rently “using” commercial infant foods may give 
an exaggerated view of the actual contribution 
which these foods are now making to the overall 
diets of infants. In order that these data are seen in 
proper perspective, we must have the total picture 
of infant-feeding practices. 


Our studies clearly indicate that breast milk 
still continues to be the most outstanding major 
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food item in the infant’s dietary, especially in poo 
income-groups among whom breast-feeding wa 
the near-universal practice. Even when all income 
groups including the affluent at all three Centre 
and Study Groups were considered, nearly 89% o 
infants were receiving breast milk either alone o 
with supplements. Indeed 30% of infants were exc 
lusively on breast milk without any supplements 
over 35% of infants were on breast milk with sup 
plements other than commercial infant foods an 
under 24% on breast milk with supplements o 
commercial infant foods. In interpreting thes¢ 
data, it must be remembered that these data appl; 
to all infants up to one year of age. If infants les: 
than six months old were alone considered, the 
pre-eminence of breast milk would have emergec¢ 
even more forcefully. 


On the other hand, 31% of all infants were re 
ceiving commercial infant foods plus other supple 
ments with or without breast-milk. However, 76% 
of these infants receiving commercial infant food: 
were also receiving breast milk. There were thu 
only 24% of infants in the Study who received com 
mercial infant foods alone without breast milk 
Thus 7.5% of all infants in the Study were receiv 
ing CM/CC without breast milk and nearly 24% 
were receiving it as supplement to breast milk. The 
actual amounts in which commercial infants food: 
were used by the poor in the total daily feeds were 
small. We must again point out that these data in 
clude all infants up to one year of age and not in 
fants up to six months only. 


Thus despite their wide usage the actual con 
tribution of commercial infant foods to the tota 
dietary of the infant was a minor one. Under thes« 


circumstances, we are justified in concluding tha 


despite their wide “usage” by the poor, these food: 
have not (at least, as yet) supplanted the salutan 
practice of breast-feeding among the poor, evet 
among those living in the rural environs of majo 
metropolitan cities. Breast-feeding has not as ye 
lost its supremacy in the dietary of the infants o 
the poor. What has, however, happened is tha 
these foods have found a place of prestige amon; 
supplements to breast milk; they might have contri 
buted, perhaps partially, to the failure to exclusively 
breast-feed infants for even three to four months in ; 
considerable proportion of poor mothers. 


The current situation regarding use of commer 


cial infant foods does not justify complacence, de- 
spite the fact that these foods still occupy a far 
lower place than breast milk in the total dietary of 
infants of the poor. There are clear danger signals. 
They have already established for themselves quite 
_asubstantial ‘salient’ or ‘beach-head’ in the dietary 
culture of the poor; and, given favourable condi- 
‘tions, they could certainly make further inroads. 
What may be inhibiting their intensive use at pre- 
sent is the fact that the poor can just not afford to 
buy these foods in the amounts they would like to. 


to be considerable. 


The unhygienic condition in which these foods are 
presently stored, reconstituted and fed to infants in 
the poor homes, carry great risks of infections. 
Thus, on the one hand, the poor cannot afford 
these foods in amounts which will made a signific- 
ant contribution to the infant’s nutrition; on. the 
other hand, they cannot also command the stan- 
dard of hygiene needed in the use of these foods to 


The really affluent constitute less than 10% of our 
population; and we found in our study that there 


were 7% of infants receiving commercial infant 


foods but no breast milk. This 7% is presumably 
drawn from the highly affluent group. This would 
suggest that increased income generation could be 
increasingly reflected in progressive displacement 
of breast milk, if present trends and fashions are 
not checked. 


While, as pointed above, the overall contribu- 
tion of commercial infant foods to the infant’s diet- 
ary, and therefore, nutrition, may at present be 

mall, their contribution to the morbidity of in- 
fants, and therefore to their malnutrition appears 


avoid infections, which will actually undermine the 
infant’s health and nutritional status. The net re- 
sult is that under present circumstances, the ‘be- 
nefits’ of feeding commercial infant foods 
are not commensurate with the expenses incurred 
by poor families on these foods. 


Brand names of commercial infant foods in 
use: In this Report we have deliberately avoided 
reference to brand names of different “baby 
foods” found to be in use in our study areas. In 
Table 8.13, however, we have listed these foods | 
according to their brand names. The listing has 
been done strictly in alphabetical order and does 
not reflect the order of extent of use of these diffe- 
rent foods. 


Table 8.13 — Brand names of commercial infant foods found to be in use in the three Centres. 


Commercial Milk — CM 


.Amul spray (Milk powder 
. Angel (Milk powder) , 
. Bounce (Milk powder) 
+. Bounce spray (Dried whole milk powder) 
}.GlaxoSunshine (Milk powder) 
)». Lactodex (Milk powder) 
1, Lactogen (Milk powder) 
>. Raptakos (Milk food) 
.Sapan » (Milk powder) 
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Commercial Cereal—CC 


1. Balamul (Cereal food) 
Doaeerelec Cereal food) 

3. Farex (Cereal food) 
4, Nestum-Rice (Cereal food) 
5.Nestrum-Wheat (Cereal food) 


Chapter 9 


Infant-feeding Practices in relation to 
Morbidity Profile and Growth Status 


In the ultimate analysis, the merit of any in- 
fant-feeding practice has to be judged by its effi- 
cacy in promoting the health, and optimal growth 
and development of the infant. In the earlier Chap- 
ters, we considered different infant-feeding prac- 
tices now in vogue in the. three Centres. In this 
Chapter, we will consider how these practices were 
found to be actually related to the health, growth 
and development of the infants in the Study. 


We report here the results of our Study on the 
profile of morbidity and the growth status of the in- 
fants in relation to their feeding practices. 


Profile of morbidity : At the time of our inter- 
view, we had carefully obtained and recorded in- 
formation regarding any. illness which the infant 
had suffered during the fortnight preceding the 
date of interview. We had deliberately avoided 
asking for information regarding earlier ailments 
(before the preceding fortnight) as we felt that 
such recall would be unreliable. We term the 
fortnight preceding the date of interview as the 
“reference period”. 


About 60% of infants at Bombay, 56% at Cal- 
cutta and 63% at Madras were reported to have 
suffered some illness during the reference period. 


The proportions of ill boys and girls at each 
Centre, indicated in Table 9.1, will show that there 
was no significant sex difference with regard to the 
profile of morbidity. 


Table 9.1 — Percentages of ill boys and girls at 
three Centres during the reference period 


Bombay Calcutta Madras 
Boys % 61.0 56.8 63.1 
N(Boys) 958 667 846 
Girls % 58.2 54.5 62.1 
N(Girls) | 862. 710 883 
Infants % 59.7 55.8 62.6 
1729 


N (Infants) 1820 1377 


The proportion of ill infants increased wit 
age (Table 9.2). 


Except for Madras, where we found a slightl 
greater evidence of morbidity in the low income 
groups, we found that, generally, differences ii 
house-hold income levels were not associated wit 
striking differences in the overall prevalence o 
morbidity. However, it must be pointed out her 
that even the highest income-group in this Stud 
(house-hold income of Rs.1000/- and above) in 
cluded a majority of subjects who could by n n 


‘means be considered affluent. 
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Our data with respect to the nature of illnes 
have the limitation that this information was er 
tirely based on the mother’s response. On the basi 
of the expert advice of a paediatrician (Dr. D.C 
Desai, J.J. Group of Hospitals, Bombay), we clas 
sified illnesses on the basis of mother’s respons 
under the following heads in order to facilitat 
analysis of our data (Table 9.3). 
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Table 9.3 — Classification of illnesses reported by 
mothers 


Category IlIness 


diarrhoea, either alone or 
in combination with 
cough, cold, fever and 
vomiting, constipation, 
etc, 

cough, cold with or 
without fever, T.B. 
measles, skin diseases, 
reactions to 
immunisation, 
conjunctivitis, etc. 


I Gastro-intestinal 
diseases 


II Respiratory 
problems 
III Other problems 


The distribution of infants according to the 
types of their illnesses has been indicated in Table 
9.4. 


In Table 9.5 we have indicated the type of illnes- 
ses in relation to feeding pattern — either exclusively 
breast-fed on the one hand or on supplements or 
substitutes on the other — seen in infants of all ages. 
In Table 9.6, we indicate the type of illnesses in rela- 
tion to feeding practice and age in all three Centres. 


Exclusively breast-fed infants were apparently 
better off with respect to prevalence of morbidity. 
Comparatively fewer among them were ill, the prop- 
ortions of those suffering from gastro-intestinal dis- 
eases and other ailments being the lowest in this 
group. Since exclusively breast-fed infants may be 
expected to include a larger proportion of younger 
infants, we had analysed the morbidity data for ex- 
clusively breast-fed and other infants of correspond- 
ing ages also (Table 9.6). The proportion of infants 
suffering from gastro-intestinal diseases does in- 
crease with age both among the exclusively breast- 
fed infants and among others, but exclusively breast- 
fed infants of less than six months clearly showed a 
distinctly lower prevalence of gastro-intestinal disor- 
ders than other infants of the same age-group. 
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In general, infants in whom supplementary 
foods had been introduced in early infancy suffered 
more often from illnesses including particularly gas- 
tro-intestinal disorders than those who were exclu- 
sively breast-fed during this age-period. However, 
prolonged exclusive breast-feeding beyond six 
months apparently did not confer any benefit with 
regard to freedom from illness. 


More infants who received milk foods as sup- 
plements suffered gastro-intestinal disorders than 
those who received other types of supplements in 
Calcutta and Bombay, but not in Madras where in- 
fants receiving supplements other than milk foods 
appeared as much, if not even more, prone to 
alimentary disorders. Among supplements, the inci- 
dence of gastro-intestinal disorders was somewhat 
higher in CM or CC users than in infants using other 
supplements, but the difference was not as striking as - 
expected. The type of vessel used for infant feed- 
ing—bottle or any other vessel—did not seem to _ 
make much difference. These observations would 
suggest that where the environment is highly un- © 
hygienic, except for infants exclusively on breast 
milk, all infants receiving any type of supplements — 
are heavily prone to infections. In view of the resul- 
tant high prevalence of infections, differences bet- 
ween different types of supplements with respect to 
their association with infections were not as striking 
as the differences between the exclusively breast-fed 
infants (not receiving any supplements) on the one 
hand and those receiving supplements of any sort on 
the other. 


We found evidence that illness brought about 
temporary changes in the feeding pattern. Thus in a 
small proportion of infants receiving animal milk or — 
CM, before the illness, the milk was stopped or di- 
luted. In a small proportion of infants, new foods like 
glucose, oral electrolyte solutions, arrowroot kanjee 
(arrowroot water) were introduced during illness, 
especially gastro-intestinal. Ginger, nutmeg, tur- 
meric and omum (Basil) were used in a proportion of 
infants during respiratory infections. 


The percentages of infants suffering from ill- 
nesses as reported here would be an underestimation 
of the quantum of morbidity. The illnesses 


Table 9.4 — Type of illness among infants of different age groups 


(UNSER 0 a ie eS ee 
Percentage distribution of infants by type of illness 


Centre and GID Respiratory Other GID and NR No _ Total N 
infant’s age Problems Problems _ respiratory Illness 
in months Problems 

Bombay 

0 4.2 ae 4.2 - - 78.9 100.0 71 

1-3 7.4 42.6 3.6 = - 46.4 100.0 364 

4 7.8 48.9 ie 1.4 - 36.2 100-0 141 

5-6 11.8 36.4 11.4 0.6 - 39.8 100.0 324 

7-9 16.0 SY ee) 11.0 PRP 0.2 33.4 456 

10-12 1533 34.7 9.7 1.9 38.4 100.0 464 

All 12.2 Les) 8.6 iW, 0.1 40.3 100.0 1820 
Calcutta 

0 - 10.4 10.4 _ - 79.25 0a) 67 

1-3 8.4 ZA 9:1 0.6 - 54.4 100.0 320 

4 129 21.8 19.8 1.6 — 44.6 100.0 101 

5-6 10.1 ba 18.4 0.4 0.4 39:2.) TORE 267 

7-9 jb HF 26.9 18.5 0.8 — 40.1 100.0 367 

10-12 2 75.1 19.6 1.2 — 33.3 00) 255 

All is 26.5 16.2 0.7 0.1 Ad 2) OG S7 7 
Madras 

0 Wer 19.6 1.0 ~ - 78.4 100.0 97 

1-3 ook 41.4 San — - 50.2 100.0 331 

4 8.6 40.5 C20 | - - 42.3 100.0 116 

5-6 14.0 44.3 | RAE. ~ ~ 29.5 100.0 2a 

7-9 18.6 43.3 10.7 — - 27.4 100.0 457 

10-12 19S <1 s) 16.2 0.7 - 32:3) 100 457 

All 13.4 38.5 10.8 0.2 - 37.1. SIG Oe 29 


GID —- Gastro-intestinal diseases 
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reported here pertain only to the fortnight preced- 
ing the interview. An infant may be expected to 
suffer several such episodes during the infancy. 
The morbidity factor would thus be a major deter- 
minant of the nutritional and growth status of in- 
fants. 


Growth and development: As was mentioned 
in an earlier Chapter, all infants in the Study were 
carefully weighed at the time of interview. The 
growth and physical development of the infants 
were assessed on the basis of the infant’s weight in 
relation to his/her age. We used as the yardstick 
the international Harvard Standards (separate for 
boys and girls), not necessarily because we con- 
sider this standard as totally applicable to Indian 
infants, but because what we were mainly in- 
terested in here was the assessment of the relative 
merits of different infant-feeding practices. 
Moreover, these standards are in wide use and, 
therefore, in using these standards, we would be 
using a language, that would be widely understood 
nationally and internationally. We have studied 
the percentile distribution of the weights of infants 
of the different groups in this Study according to 
the Harvard scale; we have also studied their dis- 
tribution according to the conventional Gomez’s 
grades and also the IAP grade (suggested by the 
Indian Academy of Paediatrics) now widely used 
in the national programmes. We repeat that we 


are fully aware that these classifications are wholly 
arbitrary and the cut-off points therein do not have 
any physiological validity. However, for the li- 
mited purpose of comparison of different infant- 
feeding practices in vogue, the use of these proce- 
dures was considered appropriate. 


To facilitate ready reference, the cut-off 
points in these ‘classifications’ are indicated in 
Table 9.7. 


We have indicated in Table 9.8 the percentage 
distribution of infants (boys and girls) of different 
age-groups according to percentiles of the Harvard 
scale. In Table 9.9, we have set out the growth 
status data of all infants in the study according to 
the Gomez’s classification. We must sound a note 
of caution in the interpretation of these data. All 
these data pertain to infants of the poorest groups 
of the population. The majority of infants of even 
the highest income-group in this study (house-hold 
income exceeding Rs. 1000/- per mensem) cannot, 
by any means, be considered affluent and as being 
free from socio-economic and environmental con- 
straints on growth. For this reason, the data here 
should not be interpreted as providing any clue 
with regard to growth standards of normal Indian 
infants. 


Table 9.7—Classifications of Growth Retardation 


a .c 


SS ees ee SS eS ee 


or a ie eer ee 


Gomez’s Classifiction IAP Classification ; 
q 
Category Classification Category Classification : 
Above 50th Above 50th 
percentile Excellent percentile Excellent 
Between 91%-100% Normal Between 81%-100% Normal 
Between 75%-90% Retardation Between 71%-80% Retardation 
Grade - I Grade I 

Between 61%-74% Retardation Between 61%-70% Retardation 

Grade - II Grade II 

Between 60% or Retardation Between 51%-60% Retardation 
less Grade - II] Grade III | 
50 or less Retardation 

Grade IV 


SERRE 
The percentages relate to the value on the 50th percentile of Harvard Standard. 
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4 We have presented Tables 9.9 and 9.10 to 
highlight the following major findings: 


2 (1) There is a very striking regional difference 
with regard to the growth and physical develop- 
= ment of infants (boys and girls). Infants at Calcutta 
= were distinctly poorer in their growth as compared 
_ to those of Bombay and Madras. As between 

_ Bombay and Madras, the former was in a better 
Be Position but the differences between these two reg- 
Ee ions were far less than the differences between 
eo either of them on the one hand and Calcutta on the 
other. Thus, for example, if we consider the over- 
all percentage of boys below the 3rd percentile of 
the Harvard scale at the three Centres, as against 


é Madras respectively, there were as many as 61% of 
c such infants at Calcutta. 


(2) Table 9.8 would suggest that girls in all 
three Centres were not worse off than the boys; 
thus the percentages of girls below the 3rd percen- 
tile in the Harvard scale were less than those of 
E ‘boys at the three Centres. The 3rd percentile in the 

_ Harvard scale would roughly work out to slightly 
= ‘more than 80% of the 50th percentile. The 
: Gomez’s classification helps a further break-up 
and subdivision of infants falling below the 3rd per- 

centile of the Harvard scale. Thus the cut-off point 
For Grade III of this classification is 60% of the 
50th percentile. It will be seen from Table 9.9 that 
- not withstanding the lower figures for overall per- 
' centage of girls below the 3rd percentile, the actual 
_ percentages of girls in Grade III of Gomez’s clas- 
_ Sification were higher than those of boys at all the 

three Centres. This bears out the generally held 
a that in poor homes, girls more often than 
| boys, become victims of severe malnutrition. 


rhs 
F3 


___InTable 9.10, we set out data on srowth i in re- 
' ation to house-hold income. As is to be expected, 
the growth performance of infants belonging to 
_house-holds with higher income was distinctly bet- 
“ter, The interesting information that emerges from 
Ms this Table, however, is that the striking regional 
| difference between Calcutta on the one hand and 
Madras and Bombay on the other, evident when 
all infants were considered, is largely narrowed 
‘down when infants from house-holds with higher 


iy, 
. “1 


| a3. 3% and 46.6% of such infants at Bombay and ° 
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income (of over Rs. 1000/- per mensem) are consi- 
dered. It would thus appear that infants of the 
poorest income-groups, particularly those of 
house-holds with monthly incomes of less than Rs. 
500/- at Calcutta are much worse off than infants of 
house-holds of similar incomes in Bombay and 
Madras. We had earlier seen that more mothers of 
poor income groups in Calcutta, and to a certain 
extent in Madras, found it necessary to introduce 
supplements even within the fourth month, 
suggesting that a higher proportion of poor 
mothers in Calcutta were unable to maintain exclu- 
sive lactation in early infancy. Also a fair propor- 
tion of mothers in Calcutta were exclusively 
breast-feeding their infants well beyond six 
months, which from the point of view of nutrition 
is as undesirable. To what extent these factors con- 
tribute to this difference and to what extent other 
factors including differences in the state of en- 
vironmental hygiene in these three Centres are in- 
volved, are aspects for further consideration. 


The third percentile of the Harvard scale 
could be considered the lowest limit of the normal 
standard range of growth; this corresponds 
roughly to about 80% of the 50th percentile, which 
is the cut-off point adopted as the lowest limit of 
normalcy in IAP’s classification. Purely for the 
purpose of the present discussion, if we accept this 
criterion, it would follow that 30% to 35% of boys 
and 25% to 31% of girls below six months in Bom- 
bay, 36% to 41% of boys and 32% to 43% of girls 
in Madras and 54% to 62% of boys and 44% to 
53% of girls in Calcutta were below this lowest 
limit of normalcy. Among infants beyond six 
months of age 43% to 53% of boys and 38% to 
49% of girls in Bombay, 61% to 64% of boys and 
48% of girls in Calcutta, and 47% to 54% of boys 
and 46% to 53% of girls in Madras were below the 
normalcy limit (Table 9.8). Among infants below 
six months of age, 1% to 3% of boys and 4% to 5% 
of girls in Bombay, 6% to 15% of boys and 4% to 
16% of girls in Calcutta, and 2% to 5% of boys and 
3%-8% of girls in Madras actually exhibited Grade 
III undernutrition as per Gomez’s classification 
(Table 9.9). 


Since we found that most infants are either 
exclusively breast-fed or breast-fed with some sup- 
plements in their early infancy, the reason for such 
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a large proportion of these infants not attaining 
‘normal’ growth requires consideration. The foll- 
owing possibilities arise : (1) that while the dietary 
intake as provided by breast milk with or without 
supplements is quite adequate, these infants are 
subject to repeated infectious episodes even in 
their early infancy; we saw earlier that even exclu- 
sively breast-fed infants living in poor environ- 
ment, do not totally escape infections; the growth 
retardation in early infancy may thus be largely a 
manifestation of poor environmental sanitation. 
(2) many of the infants might have started with the 
disadvantage of low-birth weight because of poor 
maternal nutrition during pregnancy; (3) there 
could be considerable variability with respect to 
output of breast milk; thus while the ‘average’ out- 
put may be adequate, there could be high and low 
outputs at the two ends of the spectrum of lactation 
performance. 


These considerations underscore the need for 
monitoring the growth-performance of individual 
children. While general advice based on average 
‘expected’ performance may be justified in the or- 
ganisation of community programmes, advice with 

‘respect to individual children must obviously be 
based on their observed growth performance. 


The fact that with increasing income, there is 
better growth performance even in early infancy 
among exclusively breast-fed infants would 
suggest (a) that with improved income and con- 
sequent improved maternal nutrition, lactation 
performance could be better, (b) that improved in- 
come may also imply better environmental sanita- 
tion and less exposure to risks of infections which 
retard growth. 


_ While the observation that a good proportion 
of infants in the Study exhibited a growth perfor- 
mance below the lowest limits of normalcy of the 
Harvard scale may be disturbing, we must also 
point to the brighter side. The fact that 60% to 
70% of infants belonging largely to the poor in- 
come-groups living under the most unhygienic 
conditions with minimal or no health care were 
able to attain a growth level which equalled or even 
exceeded the lower limits of normal growth of 
affluent American infants living under privileged 


hygienic environments should provide satisfac- 
tion. The credit for this achievement must largely 
go to the salutary practice of breast-feeding which 
the poor women have not as yet given up. This 


finding offers hope that with improvement of mat- 


90 


ernal nutrition and environmental sanitation an 
even higher percentage of our poor children may 
attain a level of growth comparable to the best in- 
ternational standard. 


So far, we have considered growth perfor- 
mance of infants at the three Centres without re- 
ference to their feeding practices. In Table 9.11 we 
present data on growth performance of infants in 
relation to their feeding practice. Here again we 
see an interesting, rather intriguing, regional dif- 
ference. Exclusively breast-fed infants of Bombay 
and Madras were distinctly better off than those on 
supplements; at Calcutta however, infants receiv- 
ing supplements besides breast milk or who had 
been completely weaned, were better off than 
those who were being exclusively breast-fed. Here 
again, we must remember that a very high propor- 
tion of infants at Calcutta were being exclusively 
breast-fed well beyond six months. The poorer 
growth performance of exclusively breast-fed in- 
fants may be partly due to this factor. As against 
this we find that the growth performance even in 
early infancy is generally poorer in Calcutta than in 
the other Centres suggesting that lactation perfor- 
mance in a proportion of mothers in Calcutta 
might not have been adequate to sustain optimal 
growth in early infancy. 


Table 9.12 provides data regarding growth 
status of CM-fed and exclusively breast-fed infants 
at the three Centres, at the time of interview. We 
must make it clear that a very large proportion of 
infants in the CM and CC category were actually 
also receiving breast milk. CM/CC was only a sup- 
plement in most cases. They were certainly not 
exclusively on CM/CC. So, in this Table we are in 
effect comparing the results of exclusive breast- 
feeding with breast-feeding plus CM/CC. It will 
again be seen that exclusively breast-fed infants 
were distinctly better off than those of other 
groups at Bombay and Madras,.but not at 
Calcutta. 


Table 9.11 — Growth status (Gomez standards) of infants in relation to feeding practice at interview 


Percentage distributation of infants by growth status 
ee ene SS ee 


Centre and Retardation Grade F 
feeding Excellent Normal I Il III NR Total sc ; 
status at (N) : 

interview | 
Ne 
ae 13.8 222 50a7. 19.2 cee dA 100.0 698 | 
BS 8.4 17.4 46.0 23.6 aA i Wea 100.0 918 © 
W 8.9 22.1 40.5 20.9 5.1 1.9 10003 <= is 
NB hk 21.4 Siew 21-5 14.3 = sedis 42 ; 
Calcutta 
B gy fs -13.9- 38.0 29.0 10.1 5.8 100.0 345. 

BS 6.2 14.6 40.3 25.6 18.6 4.7 100.0 942 — 
W 5.0 16.7 41.7 25.0 11.6 - 100.0 60 ; 
- NB. 115 AS 5 26.9 19-2 26.9 - 100.0 26 

Madras 

B 15.3 allel 40.8 19.3 1.9 2.6 100.0 419 

BS 65k: E72 45.0 26.5 aD, gS 100.0 _ 1026 

W 35 14.8 40.8 30.0 9.6 Ls 100.0 230 

NB - 9.3 25.9 


40.7 24.1 - 100.0 54 


B Exclusively breast-fed, BS _Breast-fed and given supplementary food, W Completely weaned, NB_ Never breast-fed. 


In Table 9.13, we have provided detailed data 
regarding growth ‘status of infants in relation to the 
use of commercial milk and exclusive breast-feed- 
ing in different socio-economic groups at the three 
Centres. It is interesting that even when the high- 
est socio-economic group was considered, only 
37% -of exclusively breast-fed infants at Calcutta 
showed ‘excellent’ normal growth performance as 
against 51% and 58% of the same income-group in 
Bombay and Madras respectively, but we must 
once again point out that a majority of mothers in 
this so-called high income-group at all the Centres 
were certainly not affluent, and could have suf- 
fered from the effects of nutritional deprivation 
though not to the same extent as those of even 
poorer income groups. It will be seen that the 
growth status of infants exclusively breast-fed was 
distinctly superior to the CM-fed both at Bombay 
and Madras, but at Calcutta, infants receiving CM 
supplement over and above breast milk were mar- 
ginally better off. 


9] 


| 


Why should the growth of infants of Calcutta — 
be clearly poorer than those of similar income- — 
groups at Bombay and Madras? Was the state of — 
environmental hygiene at Calcutta far worse than | 
at Bombay and Madras? Was the lactation perfor- 
mance of women at Calcutta poorer than that of © 
their socio-economic counterparts of Bombay and — 
Madras? Was it that ‘poor women’ of Calcutta in- _ 
vestigated in this Study were actually poorer than 
those of Madras or Bombay; was their nutritional 
status poorer and was this reflected in poorer lacta- _ 
tion? These are intriguing and important questions — 
which have an important bearing on national — 
policies for promotion of health and nutrition of in- 
fants. 


We have also analysed our growth data ac- 
cording to the classifications proposed by IAP. We 
are not presenting those Tables here because the 
general messages and conclusions they convey are 
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no different from those which we have already 
_ presented above. 


Lactation performance in relation to socio- 
economic status : It may be surmised that a high 
_ proportion of mothers of the affluent section fail to 
exclusively breast-feed their infants, presumably 
_ even when their potential lactation performance is 
_ good. On the other hand, it is possible that the 
_ poor, because of sheer compulsions of economic 
_ necessity, exclusively breast-feed their infants; de- 

spite the fact that in a proportion of these mothers, 
lactation performance may not be adequate. 
_ Where women of the high socio-economic group 
choose to exclusively breast-feed their infants, the 
growth status of those infants was distinctly 
superior to that of exclusively breast-fed infants of 
_the poorer groups. In Table 9.14 we have indicated 

the data in this regard. 


The distinctly better growth status in exclu- 
sively breast-fed infants of the higher socio- 
_ economic group as compared to the poorer groups 
_may be attributable to two factors: (1) environ- 
mental sanitation may be better in the higher in- 
_come-group and thus environmental constraints 
_ on growth arising from poor sanitation may be less. 
_ (2) lactation, performance may be better in the 
women of higher income-group because of their 
better nutritional status and better maternal diets. 
This latter possibility requires earnest considera- 
tion. If this explanation is valid, we will be justified 
In, suggesting that the answer to the poor lactation 


performance of the women of the poorest income- 
groups at Calcutta (if this is established by further 
studies) would be a vigorous policy directed to im- 
provement of maternal nutrition through nutrition 
supplements to mothers during the first 6 months 
of lactation in order to improve their lactation 
performance. This may yield better dividends than 
a policy of direct supplementation to the infant; it 
will also obviate the risks of infection attendant on 
supplementary feeding in early infancy. 


Severe malnutrition in CM-fed infants: The 
prevalence of ‘severe malnutrition as assessed by 
both Gomez’s classification and IAP classification 
was higher in infants receving CM supplements 
than in the exclusively breast-fed presumably due 
to greater risks of infection attendant on CM use. 
In Table 9.15 we have set out the relevant data. 
The difference in the prevalence of severe malnut- 
rition as between exclusively breast-fed and CM- 
fed infants is striking in Bombay and Madras in 
both low and middle income-groups. In Calcutta, 
however while. severe malnutrition was less preva- 
lent in exclusively breast-fed infants as compared 
to those on CM among the low income-groups, the 
difference was negligible in the middle income- 
groups. 


Perhaps the most likely explanation is that at 
Calcutta the deleterious effects of poor environ-. 
mental hygiene were so overwhelming as to 
obscure differences between different groups. 


Table 9.14 — Growth status of exclusively breast-fed infants 


Percentage of infants with excellent or normal growth 


LowIncome Group MiddleIncome Group High Income Group 


a ene | Gomez’s IAP Gomez’s IAP Gomez’s TAP 


Bombay 29.8 
Calcutta 10.7 
Madras 28.1 


51.4 


aT he 39.2 69.0. 1.9 
36.2 28.1 She 36.8 57.9 
41.5 yh al 57.6 75.8 


64.4 


94 


Table 9.15 — Prevalence of severe malnutrition in 


poor income groups 


Bombay 
Exclusively 
breast-fed 


CM-fed 


Calcutta 
Exclusively 
breast-fed 


CM-fed 


Madras 
Exclusively 
breast-fed 
CM-fed 


on exclusive breast-feds and on 
CM-feds 


Prevalence of severe malnutrition 
(Gomez’s classification) 


Low 
income 


4.9 


aes 


10.2 


Middle 
income 


209 


a9 


7.8 


5.8 


0.6 


4.8 


In this Chapter, we briefly recapitulate some 

_of the major findings in the Study and discuss prac- 

tical steps for the promotion of wholesome infant- 
feeding practices in the country. 


__ The major findings: (1) Our sity shows that 
breast milk continues to occupy a place of pre-emi- 
: n ence in infant-feeding. Lactation failures are so 
coat rare as to be practically insignificant. Thus out of 
1820 infants in Bombay, there were just 42 infants 
who were never breast-fed (2.3%), out of 1377 in 
Calcutta only 26 (1.9%) and out of 1729 infants in 
Madras only 54 (3.1%) were never breast-fed. The 
Pei S jority of these ‘never-breast-fed’ infants be- 
Be ag to the highest income-group. Even these fi- 
 gures of ‘never- breast-fed’ infants may be an over- 
estimate of true lactation failure because 11 of the 
42° never- breast-fed’ infants in Bombay, 12 out of 
26 in Calcutta and 15 out of 46 in Madras were not 
_ put to breast at all in the first instance. We may, 
Se : therefore, conclude that breast-feeding is the near- 
_ universal practice, especially among the poor in- 
come- groups. 


(2) Breast-feeding was maintained for long 
% eriods. Thus at the age of 12 months, more than 
85% of infants at Bombay, more than 90% at Cal- 
Etta and more than 70% at Madras were still re- 
ceiving breast milk. | 


é 4 However, these findings should not give room 
to the complacent conclusion that traditional 
breast-feeding practices remain undisturbed. 
‘There are disturbing danger signals which, if not 
; h eeded in time, could seriously worsen the current 
| situation with respect to the health and nutrition 
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An Overview 


of our infants. 


(3) The practice of not putting the infant to 
breast within the first 24 hours and of discarding 
colostrum was widely prevalent especially at Bom- 
bay and Madras, and to a much less extent at Cal- 
cutta. 


(4) ‘The disturbing finding was that a high 
proportion of mothers did not (or could not) exclu- 
sively breast-feed their infants for even up to four 
months. Thus the percentage of exclusively breast- 
fed infants at the end of the fourth month had de- 
clined to 66% at Bombay, 35% at Calcutta and 
45% at Madras. 


(5) On the other hand, the undesirable prac- 
tice of feeding infants only breast milk without any 
supplements beyond six months was also followed 
in a proportion of cases. Thus at the end of eight 
months, 21% of infants at Bombay, 14% at Cal- 
cutta and 9% at Madras were still exclusively on 
breast milk. 


(6) 14% of all infants at Bombay, 36% at Cal- 
cutta and 42% at Madras had received supple- 
ments of commercial milk foods (CM). The use of 
CM was thus strikingly greater at Calcutta and 
Madras than at Bombay. CM had been started 
within the first month in 3% of infants at Bombay, 
7% at Calcutta and 2% at Madras. These early CM 
users included the ‘never-breast-fed’ infants refer- 
red to above. 


(7) There was evidence that more children 
born in hospitals — private or government — re- 
ceived CM and that health personnel had ‘advised’ 
CM to even poor families. Many health personnel, 
however, had also advised continued breast-feed- 
ing. CM users included many rural poor who could 
not have had access to health personnel. 


(8) Commercial cereal foods (CC) were used 
as supplements to breast milk in 22% of infants at 
Bombay, 14% at Calctitta and 37% at Madras. _ 


(9) As may be expected, the proportion of 
CM/CC users was much higher among the higher 
income-groups but since the poor constitute the 
vast majority of the population, when the actual 
numbers of CM users in the general population 
were considered, the great majority of users of 
commercial infant foods were the poor. Most of 
these latter had resorted to CM on the basis of such 
beliefs and considerations as “unique nutritious 
properties of CM”, “convenience”, etc. Obviously 
CM/CC enjoyed a prestige value in the eyes of the 
poor. After all they were the foods which rich 
women were using for their infants. 


(10) CM/CC use was seen in a higher propor- 
tion of the metropolitan population, but the rural 
environs had not escaped their impact. 22% to 
30% of all infants in the villages around the met- 
ropolitan cities were receiving CM/CC, showing 
that the use of these foods was by no means an 
urban elitist phenomenon. A good proportion of 
the poor families was spending more than 10% of 
their meagre income on commercial infant foods. 
Most of the poor were’over-diluting CM and feed- 
ing it in unhygienic ways and this was reflected in a 


higher prevalence of severe grades of undernutri-~ 


tion in such children than in those exclusively on 
breast milk. 


(11) It was gratifying that the overwhelming 
majority of CM/CC users were using these foods as 
supplements to breast milk and not as substitutes. 
Indeed, among the poorest section these foods 
were invariably given as supplements to breast 
milk and not as the sole food. 


below six months (1%-5% at Bombay to 6% to) 
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(12) Our studies thus indicate that while CM/ 
CC might not (as yet) have totally supplanted | 
breast milk among poor communities, they have 
established for themselves a substantial ‘beach — 
head’ in the dietary patterns of even the poorest in-— 
fants in the rural environs of the metropolitan — 
cities. At present they are only ‘sharing’ a place — 
with breast milk in the dietary of early infancy. 
With increased income-generation they could 
make further inroads and progressively erode the 
breast-feeding practice. 


(13) Animal milk was the supplement of - 
choice in all income-groups at Bombay but CM/CC — 
were the preferred supplements at Calcutta and 
Madras among the higher income-groups. Even 
among the poorest, CM/CC were more widely 
used at Calcutta and Madras than at Bombay. Tak- - 
ing all Centres together, animal milk, at present, — 
has apparently a slight edge over commercial milk | 
foods among supplements of choice. However, ; 
commercial milk foods are running practically 
neck to neck with animal milk in this regard; if 
present trends continue, they may, before lon 
overtake animal milk and become the major sup- — 
plement of choice. On the other hand, if special ef- | 
forts are made to increase the availability of fresh | 
animal milk and to discourage the use of commer- 
cial milk foods, fresh animal milk may further out-— 
strip commercial milk foods to retain and improve | 
its present first place among supplements to breast 4 
milk. 


(14) A smaller proportion of exclusively | 
breast-fed infants had suffered episodes of infec- | 
tion as compared to infants on supplements, espe- | | 
cially CM. The difference i in the incidence of gas- | 
tro-intestinal disorders between exclusively | 
breast-fed infants and those receiving CM/CC was 
significant. Thus it was clear that unhygienic use of | 
CM/CC was taking its inevitable toll among the | 
poor infants. 


(15) Among infants less than six months of | 
age, nearly a third at Bombay, just more than a | 
third at Madras and nearly half at Calcutta had 
weights/age less than the lowest limit of normalcy | | 
on the Harvard scale. From 1% to 15% of infants” 


15% at Calcutta, with Madras in between) exhi- 
_ bited what is generally referred to as Grade III un- 
~ dernutrition on the Gomez’s scale. Exclusively 
breast-fed young infants showed better growth 
_ than infants receiving supplements of CM/CC over 
and above breast milk at Bombay and Madras. At 
Calcutta the growth status of infants was poor, 
both in exclusively breast-fed infants and in those 
receiving CC/CM supplements with breast milk, 
with the latter showing marginally better growth 
status. In the higher income- groups the growth 
| status was distinctly better than in the corresponding 
_ low income-groups in all regions. Generally speak- 
ing, the growth status of infants at Calcutta was dis- 
 tinctly worse than those of Bombay and Madras. 


—___ (16) It was, on the other hand, gratifying that 
a 60% to 70% of infants at Bombay and Mad- 
ras and 50% to 60% at Calcutta, despite most of 
hem living in abject poverty and under highly un- 

¥ av cienié conditions, had attained in their early in- 

Beancy a level of growth comparable to that of the 

best international standards of privileged North 

American children. The credit for this must largely 

go to the salutary practice of breast-feeding still 

| widely in vogue among the poor. 


(17) The two ends of the spectrum with 
= me pect to infant-feeding practices were rep- 
_ resented by Bombay and Calcutta. The Bombay 
picture differed from the Calcutta picture in the 
a Brollowing ways : (a) more intensive and extensive 
: breast-feeding, (b) exclusive breast-feeding during 
_ early infancy in a much higher proportion of cases, 
_(¢) introduction of supplements before six months 
A in a smaller proportion of infants, (d) much lower 
use of CM/CC as supplement, (c) much better 
ane and much lower incidence of malnutrition 
- in infants. 


Comments 


We will now address three important findings 
_ in the Study: 


(A) Why do many women, who have tradi- 
tionally relied on breast-feeding for rearing their 
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infants, and who can hardly afford the expense of 
supplements, find it necessary to introduce supple- 
ments to breast milk well before six months? 


(B) Why do poor people who can hardly af- 
ford commercial infant foods, and:who certainly 
do not have the necessary facilities for their 
hygienic use, go in for them? 


(C) What are the factors underlying the strik- 
ing differences with respect to the level of lactation 
performance, use of CM/CC and growth status of 
infants as between Bombay and Calcutta? 


These three questions may in fact be related 
and the answers to them may overlap; we will, 
therefore, deal with these questions together. We 
may admit, at the outset, that at present we do not 
have all the data necessary to permit categorical 
answers to these questions. 


(1) As in the case of most physiological attri- 
butes, lactation performance may also be subject 
to individual variability and there may be a ‘normal 
physiological range’ with respect to daily output of 
breast milk. We may expect that where the health 
nutritional status of the mothers is normal, even 
women representing the lowest ends of the normal 
physiological range of lactation may be able to pro- 
vide enough breast milk to meet the full needs of 
the growing infant in the early half of infancy. On 
the other hand, in situations where the mothers are 
subject to severe environmental stress, dietary de- 
privation and undernutrition, there may be an im- 
pairment of lactation. In the case of women with 
lactation performance in the upper levels of the 
normal range, despite reduction in output con- 
sequent on such impairment, the output may be 
adequate to meet the needs of the infants. On the 
other hand, in the case of those mothers already in 
the lowest levels of the normal range, such impair- 
ment could affect the output of breast milk to a 
point when it falls short of the levels of adequacy 
needed to sustain normal growth and development 
of the infant. We admit that we do not as yet have 
concrete evidence in favour of this hypothesis. In 
this Study, we did not investigate the actual output 
of breast milk. However, in the absence of clear 


evidence to the contrary, the possibility that out- 
put of milk might indeed have been inadequate in 
a proportion of cases cannot be ruled out. We 
found many exclusively breast-fed infants showed 
growth-retardation even in early infancy. Such re- 
tardation need not necessarily imply inadequacy of 
breast milk output. It could be argued that such 
growth-retardation was due to repeated episodes 
of infection. The fact that infants receiving supple- 
ments did not have better growth status lends sup- 
port to this argument. 


Studies at the National Institute of Nutrition, 
Hyderabad, several years ago, had shown that 
among poor undernourished women, nutritional 
supplementation could increase the output of 
breast milk and increase the concentration of some 
vitamins but had no significant beneficial effect on 
protein concentration (Bibliography—S3). Many 
women in this Study belonged to the poorest sec- 
tions subsisting on around 2000 K Cal and around 
40 g of protein daily. It will be reasonable to expect 
that the output of their breast milk can be signifi- 
cantly augmented through improvement of their 


diets and nutritional supplementation. We will, . 


however, argue that irrespective of this considera- 
tion, there is a legitimate case for programmes de- 
signed to improve the nutritional status of nursing 
mothers. 


(2) Mothers who believe (or who are per- 
suaded to believe) that their infants are not thriv- 
ing on breast milk alone will look for supplements. 
The choice of supplements will be naturally deter- 
mined by advice from health personnel, family 
members and neighbours, the example set by 
privileged sections of the community and the pre- 
vailing value systems. Fresh animal milk may be 
expected to be the most obvious choice in early in- 
fancy. We understand that the availability of fresh 
milk in the Calcutta and Madras regions is lower 
than in Bombay; moreover, fresh milk in quan- 
tities needed for adequate supplementation is also 
expensive. Health personnel are not equipped, at 
present, with sufficient knowledge to offer practi- 
cal advice as to how best locally available inexpen- 
sive habitual foods of the family can be used to sup- 
plement breast milk. Under the circumstances, it is 
not surprising that the poor go in for commercial 
infant foods in the belief that these foods are so 
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‘nutritious’, that they will do good to their babies — 


even if fed in small quantities (more like tonics 
than foods). The current phenomenon of consider- 


able sections of the poor going in for these foods | 
and stretching them for weeks on end by feeding — 


them in overdiluted form is the result. 


(3) The reasons for the striking difference bet-. 


ween the Bombay and Calcutta regions with re- 


spect to (a) growth status and morbidity profile of — 
infants (b) lactation performance, (c) time ofintro- — 


duction of supplements, (d) use of CM/CC, can 
only be speculated upon. The two major pos- 


sibilities could be : (1) that environmental sanita- q 


tion in poor communities in the Calcutta region 
was far worse than in Bombay, and (2) that the 
poor women in the Calcutta region investigated in 


the Study were even poorer than those of Bombay; _ 
and that they were in a much worse nutritional | 


state and were subsisting on much worse diets than 
those of Bombay and that consequently their lacta- 
tion performance was poor. The follow-up studies 
which we are shortly undertaking in the two reg- 
ions, will provide direct evidence on these pos- 


sibilities. As far as we are aware, this is the first - 


time that such a startling difference in the growth 


status of infants in the different regions of the - 


country has ever been demonstrated on such a 
large scale. 


In our present Study, we had unfortunately 
not included the Punjab region. But there have 
been some excellent recent observations on lacta- 
tion performance of women in Punjab. Das and 
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her colleagues (Bibliography—39) in Ludhiana in — 


Punjab, had shown conclusively that “in spite of 
their disadvantages of poverty, poor diet, un- 
hygienic surroundings and overwork” under- 
privileged mothers of Punjab were able to achieve 
a good state of nutrition for their infants through 
exclusively breast-feeding them for six months in 
the case of 90% of their male infants and 73% of 
their female infants. On the basis of these observa- 
tions these workers had concluded :““From our ex- 
perience we are certain that it is our duty to teach 
workers not to add to the tremendous burdens of 
the mothers of the under-privileged community by 
asking them to give anything other than breast 
milk for six months. Our duty is to motivate these 
mothers towards exclusive __ breast-feeding 


ai roughout the first six months.” The sample 
_ studied by Das etal. above was not strictly compar- 
able to the samples investigated in the present 
Study, because Das et al. had included in their sam- 
ple “only infants who had a favourable start, that 
is, full-term singletons with birth weights of 2.5 kg 
_ or more, and no congenital abnormalities and 
_ obvious birth trauma.” They had also excluded 
_ 4.8% of mothers “who had failed to establish good 
lactation.” Even allowing for the fact that Das et 
al’s sample was thus a selected one, their observa- 
_ tions suggest that lactatien performance of the 
~ women of Punjab (even the underprivileged ones) 
is clearly superior to that of the poor women of 
| Calcutta and Madras and perhaps even somewhat 

better than those of Bombay. This is another 
3 example of regional difference in lactation perfor- 
es 4 mance of women in the country. 


| -_~+There is the general impression that the 
~ women (even poor women) in the rural coun- 
firyside of Punjab are much sturdier and stronger 
‘than the women of the poorest communities of 
Calcutta and Madras. They, like the women of 
“Maharashtra (Bombay), do not belong to the “rice 
belt” of the country—the east and the south, where 
ome of the worst ravages of malnutrition in the 
country are to be seen. Unfortunately, we do not 
| have precise data on the anthropometric and nutri- 
‘ional status and dietary intakes of the nursing 
mothers in these different regions, which will help 
is decide to what extent regional differences in lac- 
ation performance are in fact related to differ- 
- ences in the mothers’ health/nutritional status. Das 
| et al’s observations, however, clearly show that 

eeath good antenatal care and proper motivation, a 
hh a proportion of even under-privileged women 
an successfully exclusively breast-feed their in- 
Sits for six months. Their observations indirectly 
underscore the need to ensure adequate nutri- 
tional status of the mother, good antenatal care 
| and proper motivation so as to enable them to do 


a We do not believe that differences between 
- Punjab, Maharashtra, Bengal and Madras are of 
_ ethnic origin because within each region we have 
instances of mothers who can exclusively breast- 
feed their infants for six months and some who can- 


There is evidence of faltering of growth in a 
proportion of breast-fed infants in the early half of 
infancy; but there is also the same evidence of such 


faltering even in infants receiving supplements. In- 


deed, generally speaking among the poor income- 
groups, differences in growth status between the 
exclusively breast-fed and supplemented groups of 
infants within six months did not appear to be sig- 
nificant. Therefore, while we cannot rule out in- 
adequate lactation as a factor responsible for 
growth faltering, it seems possible that this may 
not be the major factor. Repeated infectious 
episodes which are seen (though to a less extent) 
even in the exclusively breast-fed infants could be 
the major factor. If the latter is the case, 
supplementation may not correct the situations but 
may actually aggravate it. The theoretical benefit 
of early supplementation may be more than offset 
by greater risks of infection, with the result that at 
six months, the infant with supplementation may. 
end up as no better, and perhaps even worse, than 
the one without it. A decision as to the timing of in- 
troduction of supplementation must be governed 
by an appreciation of the total context in which the 
infant is being reared. Under the circumstances, it 
may be prudent not to view minor degrees of 
growth faltering before six months as an indication 
for advising supplements. It may be the right 
strategy to motivate mothers to continue with exc- 
lusive breast-feeding for six months but such moti- 
vation must be accompanied by attempts to im- 
prove maternal diets through nutritional 
supplementation, where necessary. If, however, 
growth-retardation persists, then it must be pre- 
sumed that breast milk is inadequate and supple- 
ments must be introduced. 


Strategies for the promotion 
of wholesome infant-feeding practices 


Taking into account the socio-economic and 
environmental conditions in which the vast bulk of 
our infants are being currently reared (and will 
continue to be reared for at least the next two de- 
cades) our National Policy with respect to ensuring 
health nutrition of our infants. must squarely rest 
on the strategy of : (a) promotion of exclusive 
breast-feeding for the first six months of infancy, 
(b) introduction of such supplements as fresh ani- 
mal milk and a judicious combination of food items 
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of the habitual family dietary such as cereals, dhal 
(legumes) and vegetables, after six months, while 
continuing breast-feeding as long as possible, (c) 
promotion of better hygiene, and cleanliness in the 
handling and feeding of foods of the infant, (d) 
education regarding avoidance of, and care during 
infections, and (e) regulating the use of commer- 
cial infant foods. 


The implementation of the strategy proposed 
above will call for several steps, which we briefly 
enumerate here. 


A. Support to mothers 


(1) Improvement and sustenance of maternal 
nutrition : The complacent assumption that no 
matter how ill-nourished the mother is she will 
(and must) deliver the breast milk needed for her 
baby in adequate amounts must be given up. We 
have, so far, largely neglected what perhaps is the 
most important and crucial determinant of success- 
ful breast-feeding, namely, the state of maternal 
nutrition; if exclusive breast-feeding in early in- 
fancy and continued breast-feeding for the greater 
part of infancy have to be ensured, we cannot af- 
ford to neglect this aspect any more. In all “nutri- 
tion intervention” programmes directed to infants 
and children, it should be the policy that, where 
there is evidence of growth-retardation in the in- 
fants in early infancy, nutrition supplements must 
be provided to the mother and not to the infants 
and the effect on growth of the infant could be 
monitored. Only if it is found that such nutritional 
supplementation to the mother has not resulted in 
improvement of growth status of the infant should 
supplements be directly offered to the infant. If 
this policy is followed, the present practice of 
straightaway using any evidence of growth falter- 
ing in early infancy as an excuse or justification for 
introduction of CM/CC will be curbed. We wel- 
come the policy of offering supplements to nursing 
mothers during the first six months of lactation that 


is now being followed in our I.C.D.S. programme. 


(2) Subsidised foods for nursing women: The 
Government should earnestly consider a prog- 
ramme for providing at subsidised prices such 


items as fresh animal milk, bread and good-quality 
biscuits (see below), especially to nursing mothers 
belonging to the poorest income-groups. These 
items taken by the mothers in addition to their 
habitual diets, could help to augment the quality 
and quantity of maternal diet and of breast milk. 
If, in consonance with our Family Planning Policy, 
it is so desired, this facility may be limited to nur- 
sing mothers for the first and second living infants 
only. This step would, of course, call for considera- 
ble administrative competence, but programmes 
of far greater complexity have been successfully 
accomplished in other countries (the food distribu- 
tion policy of Britain during the World War II is 
only one example). The questions here are: Do we 
consider this matter as of sufficient importance to 
mobilise the administrative machinery and compe- 
tence needed for this purpose? Or do we wish to 
dismiss this as ‘a game not worth the candle’? 


(3) Provision of facilities for breast-feeding to 
working mothers: Employment of women in full- 
time occupations may not at present be a major 
factor in influencing infant-feeding practices in the 
country as a whole, for the reason that only a very 
small fraction of women in low income-groups and 
in rural areas are engaged in full-time occupations 
outside their own villages. The problem is now 
largely confined to a small proportion of women in 
urban areas. However, the situation could change 
in the next two decades with increasing employ- 
ment opportunities for women. Women in rural 
areas around major cities may start commuting to 
their work-sites in nearby cities in increasing num- 
bers; the practice of breast-feeding in early infancy 
will then come under great strain. Indeed this fac- 
tor would turn out to be as much a threat to breast- 
feeding as the current aggressive unethical market- 
ing practices of baby-food manufacturers. Under 
the pressure of their occupational needs, women 
will increasingly have to turn to ‘convenience 
foods’ and in such a situation baby-foods may not 
even need “aggressive” advertisements. Any pol- 
icy for the promotion and fostering of the salutary 
practice of breast-feeding must take note of this 
possible emerging scenario in the field of infant- 
feeding within the next two decades. 


There would appear to be only two major ap- 
proaches towards meeting the possible threat to 
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___ breast-feeding likely to be posed by increasing 
- employment opportunities to women: (1) provi- 
__ sion of facilities to mothers for feeding their infants 
__ at work sites through the setting up of creches at 
__ work places; this may not always be possible. (2) 
extension of the duration of paid maternity leave 
to cover the major part of early infancy; (the cur- 
_ rent duration of maternity leave is too short to per- 
_ mit exclusive breast-feeding for the greater part of 
early infancy). Such a facility may be granted to 
_ working women of poor income-groups at least for 
2 their first and second infants. Extension of such 
facilities for infants of higher birth order may be 
_ viewed as a disincentive to limitation of family size 
_ and may not be in consonance with our current na- 
tional policy. 
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: The second approach may turn out to be more 
_ feasible and less expensive. It must be remem- 
__ bered that the provision of creches at work sites, in 
addition to expenses involved in their mainte- 
~ nance, does imply permission for partial absen- 
_ teeism from actual work. The balance of advan- 
_ tage may thus be in extending the duration of 
_ maternity leave to cover the major part of early in- 
Sfancy. — 


(4) Education of would-be mothers: In an ear- 
_ lier publication (Gopalan C., “Home Science” 
_ And Vocational Training For Rural Girls - A Pro- 
posal, Bull. Nut. Foundation of India 5.1.5, 1984) 
an imaginative programme of education beamed 
_ to girls in rural areas (between 12 and 20 years of 
age) who are on the threshold of marriage had 


enter marriage and attain motherhood with no 
training in mothercraft and in total ignorance of 
_ wholesome infant and child rearing practices. The 
real key to successful infant rearing is the improve- 
ment of the knowledge and competence of 
_ mothers. They will then no longer be easy prey to 
- tendentious advice and advertisements. We, 
therefore, reiterate the recommendation in the 
earlier publication referred to above. 


__B. Promoting use of supplements 
_ other than commercial infants foods 


(1) Increasing the availability of animal milk in 
rural areas : Fresh animal milk at reasonable prices 


been suggested. Most of our girls in rural areas. 
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must be available to the poor. Our milk production 


policy must be such that it does not denude the 


rural areas of milk in order to feed the urban elite. 
Milk is, by no means, an unnecessary luxury for the 
poor infants; it is an essential food item especially 
in the context of the fact that the only inexpensive 
supplements that the poor can afford for their in- 
fants are cereals and to a certain extent pulses 
(these latter are getting increasingly beyond the 
reach of the poor). We will be doing a great deal to 
discourage the use of expensive commercial infant 
foods by the poor by making fresh animal milk eas- 
ily available to them at reasonable prices. 


(2) Use of inexpensive food items of the family 
diet: Inexpensive food items of the habitual family 
dietaries can be effectively used in judicious com- 
binations as supplements for infants. Mothers 
should be encouraged to use these food items — 
like ‘chapaties’ (wheat bread) dipped in hot tea (in 
Punjab) or rice, dhal (pulses) and vegetables 
mashed (in the rice belt). Health personnel must 
be provided manuals containing information re- 
garding suitable supplements for infants based on 
local food items, which the mothers could use. 
When practical advice based on local conditions is 
offered (such advice is not offered at present) they 
may find acceptance. Vague advice will be of no 
value. In the absence of practical advice, mothers 
now turn to commercial infant foods: Home Sci- 
ence Colleges attached to Agricultural .Univer- 
sities in different States may be encouraged to pre- 
pare such manuals suitable for different regions. 


(3) The training of health personnel: The 
health personnel, including doctors, require better 
practical training in the promotion of wholesome 
and feasible infant-feeding practices among poor 
communities than what they are at present receiv- 
ing. When confronted by a poor woman seeking 
advice as to what she should feed to her baby which 
is not thriving:on her breast milk, most of them 
today are in no position to give realistic advice. 
The theoretical knowledge which they have gained 
during their training proves to be of no avail when 
they are confronted with real-life situations. 
Under such circumstances, they often advise com- 
mercial infant foods — an advice which is not time- 
consuming and which is in consonance with what 
the affluent are practising. If health personnel 
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should not unwittingly become the allies of baby- 
food manufacturers due to such ignorance, we 
must improve their training and such training 
should be tailored to suit local situations and local 
dietary habits. The fact that some health personnel 
advise commercial foods to infants of families they 
come into contact with is, no doubt, a matter of 
concern. But fortunately the infants so advised, at 
present, constitute a tiny fraction of the popula- 
tion. What is more disturbing is that health person- 
nel do not advise the non-use of commercial infant 
foods to the vast bulk of the rural poor, for the 
reason that (a) they do not reach them and (b) they 
are not equipped and trained to suggest practical 
and feasible alternatives to CM/CC under the real- 
life conditions in the field. 


(4) Improvement of quality of biscuits in vil- 
lage shops: We have found in our Study that there 
was extensive use of biscuits in infant-feeding espe- 
cially among the poorest sections of the population 
in Madras and Bombay and to a less extent at Cal- 
cutta. The biscuits used were from the village 
shops, and were the products of small-scale indus- 
try. (The good, elegant, highly priced biscuits of 
the large-scale manufacturers are of course for the 
urban elite and well beyond the reach of the rural 
poor). At present there is absolutely no effort at 
quality control and at ensuring reasonable nutri- 
tive value of these biscuits, which are in such wide 


use among the poor; the poor are not getting their 


money’s worth. The organised large-scale sector in 
biscuit manufacture is apparently not interested in 
transfer of technology to the small-scale sector 
which caters to the poor infants and children of 
urban slums and villages. The Government must 
look into this question. By improving the quality 
and nutritive value of biscuits and offering them at 
subsidised rates to pregnant and nursing women 
and infants and children of the poor, we will be 
utilising a ready-made channel which is already in 
wide use in the countryside, for the betterment of 
the nutritional status of the poor. It must be re- 
membered that the poor also stand in need of 
ready-to-eat ‘convenience foods’, which will help 
save time, energy and fuel and which will be a sup- 
plement to the family diet. ‘There is no danger of 
biscuits displacing breast-milk (as CM/CC could) 
because they will be used only as supplements 
mostly in the latter half of infancy just as they are 
now being widely used. 


C. Augmenting health services 
and improving environmental sanitation 


(1) Increasing the outreach of health services: | 
If infant morbidity has to be reduced and whole- — 
some infant-feeding practices are to be promoted, — 
we have to greatly increase the out-reach of our 
health services. At present, the majority of the — 
rural poor do not have access to basic health care ~ 
and so health personnel are in no position to infil 3 
ence infant-feeding practices or to mitigate infant — 
morbidity in most of our rural areas. It is only hae | 
health services reach down to our villages that a — 
programme of monitoring growth (and nutritional — 
status) of infants and children would become possi- _ 
ble and the effects of morbidity can be mitigated. 
The control of morbidity is only next inimportance — 
to promotion of breast-feeding in ensuring good 
nutrition for the infant, and health personnel can — 
make a significant contribution in this regard. 


(2) Safe water supply and sanitation : If Wwe 
have to reduce the present high prevalence of mor- | 3 
bidity in infancy and childhood, we must ensure _ 
basic sanitary facilities in our villages. In particu-— 
lar, safe water supply is an essential requisite. In — 
the absence of safe water, any supplement could — 
become a source of infection. It is unfortunate that — 
a majority of our rural population do not have ace 
cess to safe water supply. 


D. Regulating use of commercial infant foods 


(1) Education regarding superiority of breast — 
milk over commercial infant foods: The urban elite — 
constitute a tiny fraction of our population, but. 
they are the trend-setters whom the poor envy and | 
wish to emulate. The elite must be made fully 
aware of the overwhelming new evidence pointing _ 
to the clear superiority of breast milk over all baby — 
foods; a vigorous movement for return to tradi- — 
tional breast-feeding must be initiated among the — 
urban elite, and maintained with sustained tempo. — 
The prestige and aura that now surround CM/CC 
must be dispelled. The poor will be suspicious of i 
advice which smacks of double standards. If prog-_ 
rammes to discourage commercial infant foods — 
among the poor should command credibility and 
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ake headway, they must be accompanied by 
arallel movements among the rich — somewhat 
n the lines of the movement in USA and Europe. 
We must ensure that CM/CC are not promoted in 
a manner which suggests that they are substitutes 
to breast milk not only among the poor but also 
among the affluent. At most they could be pre- 
‘sented as just one of the possible supplements to 
breast milk. In that case the disadvantages and 
risks arising from their use by poor communities 
__ because of economic or environmental constraints 
_ must be pointed out. The poor should not be lured 
_ into using them by planting in them the belief that 
_ these foods have unique and precious nutritional 
roperties, and will, therefore, benefit their in- 
ants in a manner which no other food within their 
each can do. 


_ (2) Implementation of the new Code: The 
ode recently adopted by the Government of 
ndia is good so far as it goes. Much would, how- 
' ever, depend on how it is implemented. We are 
istressed to find that despite the Code, some 
rands of commercial infant foods are still being 
: promoted in a manner which suggests that the let- 
ter of the Code is being observed (in order to keep 
ithin law) but not the spirit. Multi-national baby- 
90d manufacturers, goaded by the profit motive, 
ay not be expected to summon the concern and 
| care for the poor necessary to avoid unethical 
romotion of their products; it is, therefore, the 
sponsibility and duty of the indigenous (na- 
tional) baby-food manufacturer to set the highest 
standards in this regard and thus show the way. If 
digenous manufacturers observe the highest 
andards of ethics, it will be easier for the Govern- 
ent to deal firmly with errant multi-nationals. A 
uly effective machinery for ensuring the rigid ob- 
rvance of the Code must be set up. Otherwise the 
entire exercise of drawing up the Code will become 
‘a mockery much like the statutory warning on the 
‘cigarette packets. The implementation of the Code 
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cannot be left to government agencies alone (they 
could also sometimes become vulnerable). There 
“must be a people’s movement to ensure that the 
traditional practice of breast-feeding does not get 
eroded; consumer protection societies, voluntary 
‘agencies, the media and the enlightened lay public 
ist take the lead and perform their watchdog 


duties in this regard. 


an 
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(3) Enlisting support of the medical profession: 
The impressions that medical practitioners, 
paediatricians and health professionals in general 
tend to advise commercial infant foods too readily, 
and that there could be an unholy alliance between 
some of them and baby-food manufacturers, have 
tarnished the fair name of the profession. The latter 
allegation may,’ perhaps, be a bit too sweeping. 
However, without bothering about ‘impressions’, in 
the interests of child health/nutrition, neonatologists 
and paediatricians must take the lead in spéarhead- 
ing movements for fostering and promoting the trad- 
itional practice of breast-feeding. It is their participa- 
tion that will lend such movements prestige and au- 
thenticity. We are of the firm view that the over- 
whelming majority of the medical profession are 
public-spirited, and dedicated to the cause of promo- 


tion of national health. 


(4) Changing the hospital culture: The finding 
that delivery in hospitals, favours use of commer- 
cial infant foods is distressing. That in some hospi- 
tals at Bombay, infants were introduced to bottles 
of commercial milk immediately after birth, even 
before their mothers had had a chance to put them 
to breast, is shocking. Fortunately, we found that 
this practice was not widespread. Government 
hospitals are teaching centres where medical stu- 
dents and other health professionals are trained. 
The traditions and the precedents they set must be 
exemplary and designed to promote health. Con- 
sumer societies headed by enlightened paediatri- 
cians must bring such deleterious practices in our 
hospitals to public notice and governmental atten- 
tion. We do not suggest punitive witch-hunts but a 
constructive movement designed to eradicate cur- 
rent unhealthy and unethical practices. 


(5) Placing commercial infant foods in proper 
perspective: It will be bad strategy to resort to 
overkill by painting baby-foods as ‘poisons’. 
Exaggerated statements and extreme positions 
may prove counter-productive. These foods have a 
place as just one of several possible supplements to 
breast milk in late infancy among those who have 
the means to afford them and the facilities to use 
these hygienically. But the poor must be disabused 
of the impression that these foods are unique, ¢€s- 
sential and could confer benefits which other much 
less expensive supplements cannot. 
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The potential harm that these foods can cause 
when unhygienically used, and the little nutritional 
benefit which they can provide when used in the 
small quantities which alone the poor can afford, 
must be highlighted by health professionals so that 
the poor are ‘weaned away’ from these foods. 


1Ho 


The state of our infants and children is the true 


=. 


test of the state of our ‘development’; it is also the 


most important determinant of our future. No na- 
tional programme can be more important than the 
ones directed towards the betterment of their 
health and nutrition. 
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. Appendix 


Why breast milk is better than formula baby foods 


By 


C. Gopalan 


This paper was written by the author at the request of the Ministry of Social Welfare, 
Government of India, for use by the Ministry. The Ministry was keen that the latest information 
pointing to the unique properties of human milk should be widely disseminated to the 
enlightened lay public. This article was beamed to the urban elite — the trendsetters. It has been 
reproduced here as it appeared relevant to the present Study. 


In the long history of mankind, spread over 
several centuries, the practice of bottle-feeding of 
infants with milk formulas (baby foods) is a very 
recent development. This had its origin in the 
affluent countries of the industralised West barely 
60 years ayo. It is doubtful if this practice could 
have grown to its present dimensions if all that we 
know today about the unique and inimitable qual- 
ities of breast milk was known earlier. 


Recent findings 


Why breast-feed? Recent researches have 
have thrown a great deal of new light on the chemi- 
cal and biological properties of breast milk, and 
have clearly established its superiority over all milk 
formulas in the promotion of growth, health and 
development of children. Unlike milk formula 
foods which are inert and have a fixed composi 


tion, breast milk is a dynamic “living fluid,” spe- 
cially adapted to the infant, its composition and 
output changing with the changing needs of the in- 
fant. There are changes in its composition over a 
period of time, during the day, and indeed even 
during the course of a single feed. For example, the 
fat content of breast milk is low at the start of a feed 
and gradually builds up to its peak value towards 
the end. Colostrum, secreted during the first five 
days after delivery, has a different composition 
from that of mature milk. It'is lower in fat but 
richer in proteins and has a higher concentration of 
antibodies which protect against infections. It is 
also a richer source of zinc and vitamin A (which 
can be stored in the infant’s liver). Zinc and vita- 
min A are now known to have profound influence 
on immunological mechanisms concerned in resis- 
tance to infections. By not putting the infant to the 
breast immediately after delivery, the infant is de- 
nied these benefits. 
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_ Breast milk gradually attainsits ‘mature’ state 
with respect to composition and output by the 
_ fourth to the sixth week after delivery. The daily 
~ output of milk varies depending on the frequency 


- thus, within limits, the more hungry the infant the 
Es greater the output. The proteins of breast-milk, 
unlike those of formula foods, contain a relatively 
_ low proportion of casein, resulting in softer curd, 
asier digestibility and less likelihood of constipa- 
_ tion; the lactose is high and helps to maintain low 
s _ electrolyte concentration; the fat contains high 
levels of essential unsaturated fatty acids (linoleic 
cid), and also provides vitamin E (also concerned 
n defence against infections). The calcium, iron 
and zinc in breast milk are much better absorbed 
than the same elements in milk formulas. The 
_ sodium content is lower; this is important because 
the kidneys of the new-born cannot deal with a 
heavy load of solute. The stools of the breast- fed 
_ infant, unlike of those on baby/foods, are acidic 
due to high concentration of lacto-bacilli, and this 


composition of breast milk, unlike that of baby 
foods, is specially adapted to the physiology of the 
infant. 


a, 


elon 


fective substances including white cells (lympho- 
cytes) and antibodies (secretory immunoglobu- 
ns). The latter protect the absorbing surfaces of 
he infant’s intestines (intestinal mucosa) against 
_ such deadly bacterial infections as E. Coli, Shigella 
| 4 and Salmonella, and Rota Virus infections, which 
3 are mostly responsible for infantile diarrhoeas and 
eaths. There are also antibodies against polio 
irus and influenza virus, certain other respiratory 
- (lung) viruses, and against organisms concerned in 
_ meningitis and middle-ear disease (ottitis media). 
_ The antibodies in breast milk are those produced 
= in response to infections which the mother is ex- 
| $ - posed to in her environment. Thus the profile of 
' antibodies in a mother’s milk is specifically de- 
igned to protect her infant against the infections 
_ prevalent in its given environment — another 
_ example of how the composition of breast milk is 
tailored to the special needs of the infant. Formula 
- foods do not contain these protective antibodies; 
and not all the money in the world can buy them. 


_ of the feeds and the force of sucking by the infant : 


helps to inhibit fungal infection. Thus the chemical ~ 


Breast milk contains a ie range of anti-in-. 


The current Indian scene 


Fortunately, in India today the great majority 
of our rural women have not, as yet, discarded 
breast-feeding. In fact, they generally breast-feed 
their infants for durations extending to 18 months 
or more. This is the brightest feature of India’s cur- 
rent nutrition scene, and this would, incidentally, 
show that “lactation failure” in the affluent is 
largely due to psycholegical rather than organic 
causes. The problems of infant mortality and pro- 
tein-calorie malnutrition will be far worse than 
what they are today but for this valuable asset. 
While commercial baby foods have not as yet, 
made significant in-roads into the interior rural 
areas of the country, the poor and middle-income- 
groups in the cities, urban slums, small towns and 
in the periurban rural areas have apparently not 
been so fortunate and have not been spared. 


In the conditions prevailing among our poor 
communities, exclusive breast-feeding for the first 
six months yields optimal results with regard to 
growth and development. As a general rule, sup- 
plements need to be introduced only after six 
months. The supplements can consist of the 
habitual food items of the family — cereals, pulses 
and vegetables prepared and fed appropriately and 
hygienically, and, if necessary, top-feed of cow’s 
milk. Even after such supplements are introduced, 
breast- feeding must continue as long as possible. 
Experience in Ludhiana has shown that with such 
a regimen normal growth can be ensured even in 
the poorest children. 


There are several myths about breast-feeding 
and formula foods prevalent among the affluent 
sections of our society. One such is the belief that 
breast-feeding is “not good for the figure”. Actu- 
ally breast-feeding through helping the women to 
shed the extra fat she stores during pregnancy, will 
help improve her figure. Another myth is that for- 
mula foods contain special substances which breast 
milk does not, and so build bonnier babies; indeed, 
as mentioned earlier, formula foods cannot even 

‘fully substitute for breast milk, let alone excel it. 


It is not surprising, therefore, that diarrhoeas, 
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respiratory infections and deaths are far less com- 


mon in breast-fed infants than in the bottle-fed. A 


study in Haryana showed that the incidence of 
diarrhoeas in bottle-fed babies was three times 
higher than in the breast-fed. Dehydration result- 


ing from diarrhoea, was also more severe in the © 


bottle-fed infants. A study from another develop- 
ing country showed that bottle-fed infants were 
hospitalised with infectious diseases ten times 
more often, and spent ten times more time in a hos- 
pital in their first year than fully breast-fed infants. 
Even ina developed country (USA), it has been 
reported that of 107 infants belonging to the mid- 
dle-income-group admitted to the hospital with 
acute diarrhoea in a given period, only one infant 
_was breast-fed. In a London hospital, while 14% of 
the infants in the community served by the hospital 
_ were being breast-fed, only two of 608 infants ad- 
mitted to the hospital with diarrhoea were breast- 
fed. The protective effect of breast-milk against in- 
fections both in poor and affluent societies, has 
thus been well documented. In fact attempts have 
even been made to prevent and treat outbreaks of 
diarrhoeas in bottle-fed infants by feeding them 
breast milk. Breast milk also has antibodies which 
protect the infant against allergy, again by insulat- 
ing “the. intestinal mucosa from the allergens 
(agents of allergy) in the gut. 


Quality of breast milk 


What is gratifying in our context is that, with 
respect to the concentration of protein, fat, lac- 
tose, calcium, and anti-infective and anti-allergic 
antibodies, there are no differences between the 
breast milk of poor and affluent mothers. The 
quantity and concentration of some vitamins in the 
breast milk of poor mothers, can, however, be 
further improved by improving the maternal diets. 
The cost of such improvement which will improve 
the health and nutritional status of both the mother 
and her infant will be a very small fraction of the 
cost of bottle-feeding baby foods. 


Breast-feeding also promotes better ‘bonding’ 
(attachment between mother and infant) condu- 
cive to the psychological and emotional develop- 
ment of the child. A recent WHO/UNICEF report 
states, that breast-fed infants generally show more 
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bodily activity and tend to start walking earlier. 
Breast-feeding is a natural (though not an abso- 
lutely reliable) form of contraception. The more 
frequent and intense the breast-feeding the greater 
the contraceptive protection, brought about 
through increased levels in the maternal blood of 
the hormone, prolactin, which inhibits ovulation 
and resumption of menstruation. The WHO/UN- 
ICEF report referred to earlier, mentions that 
breast-feeding alone, in the absence of contracep- 
tives, could increase the interval between child- 
births by five to 10 months. In a middle income- 
group of Indian women, only 62% of those who 
were breast-feeding their infants had resumed 
menstruation by eight months after delivery as 
against 100% of those who were bottle-feeding 
their infants. 


Economic implication 


Simple arithmetic will show that with the cur- 
rent levels of income and present cost of baby 


foods, no working-class family can afford bottle-. 


feeding with baby foods. The same is true of most 
families in the middle-income-group. Such 
families when they are persuaded to use baby 
foods, resort to overdilution in order to stretch the 


small quantities they can afford to the maximum. 


extent possible. With the shortage of fuel, clean 
water and storage facilities, they cannot ensure 


strict hygienic conditions in preparation and feed-. 


ing. Undernutrition and infection of the infant are 
the inevitable results. Even for affluent mothers, 
baby foods may be recommended only if breast- 
feeding has been attempted and found to have 
failed. However, some health professionals all too 
readily assume action failure even when it does not 
genuinely exist, and instead of reassuring the 


mothers, advise bottle-feeding with milk formulas. ° 


This has given rise to the unfortunate impression of 
an unholy alliance between some health profes- 
sionals and baby food manufacturers. Bottle-fed 
babies of even affluent families do not escape diar- 
thoeas and dysenteries, partly because ayahs and 
servants are entrusted with the feeding. In recent 


years, several deleterious effects of baby foods ° 


have been reported such as obesity, cow’s milk al- 


lergy, metabolic stress in premature babies and 
colitis. 
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With increasing recognition of the clear 
superiority of breast milk and greater awareness of 
possible deleterious effects of baby foods, there 
are now active movements in developed countries 


and more women in those countries are now 
_ breast-feeding their infants. Working women even: 
express their breast milk into sterilised cups or bot- 
les so that the baby can have feeds even in the ab- 
ence of the mother. This, together with the declin- 
ng birth rates in those countries poses the threat of 
shrinking markets for baby foods there. The man- 
_ufacturers are therefore increasingly turning their 
attention to the poor developing countries of Asia 
nd Africa to expand their markets, much to the 


onal development, 
opulation still afflicted with poverty, illiteracy 
nd poor sanitation, could prove truly catas- 
trophic. Codes for regulating the marketing and 
advertisements of baby foods drawn up by interna- 
onal and national agencies will have only very li- 
ited value. Commercial firms promoting their 
fferent brands of baby food, employ the slogan 
Teast milk is best” as the opening gambit in their 
vertisement campaign in order to conform to 
odes’ and ‘regulations’: but, after thus quickly 
getting over the formal ritual, business generally 
goes on as usual. Slogans and codes could easily 

generate into a farce, unless backed and sup- 
ported by practical steps. We may briefly consider 
ome of these steps. 


>ractical steps 


The government, apart from drawing up 
odes, must enunciate a clear policy on infant nut- 
ition, indicating its determination (a) to promote 
nd foster the breast-feeding practice and to take 
Il appropriate measures for this purpose, (b) to 
revent undue expansion of production and im- 
_ port of baby foods and to institute stringent mea- 
sures to check unethical practices in the marketing 
and advertisement of these foods. This could be 
"part of a comprehensive national nutrition policy. 


In pursuance of such a policy: (1) The govern- 


urging return to breast-feeding. Asa result, more - 


ment should immediately set up an independent: 
Statutory commission vested with sufficient au- 
thority and powers to monitor the production, im- 
port, marketing, advertisement and sales of all 
baby foods, and to check undue €xpansion of pro- 
duction and import of baby foods and unethical 
promotion, marketing and sales practices likely to 
erode the practice of breast-feeding. Such a com- 
mission could be composed of independent and 
public sprited paediatricians, eminent social scien- 
tists, representatives of voluntary organisations 
concerned with problems of child health and nutri- 
tion, consumer associations and women’s organi- 
sations. . 


(2) The media, especially the All India Radio 
and Doordarshan should stop all advertisements of 
commercial baby foods and cereal foods. All India 
Radio programmes reach down to the villages and 
the villager can hardly distinguish between a com- 
mercial advertisement and authentic governmen- 
tal pronouncement. Instead of propagating such 
commercial advertisements of baby foods, these 
agencies should organise frequent programmes for 
propagating and promoting breast-feeding and for 
actively dissuading the public from discarding 
breast-feeding in preference to bottle-feeding of 
baby foods. 


(3) With more women seeking employment 
outside their homes and with urban migration, the 
practice of breast-feeding will be put to severe st- 
rain in the years ahead. In all our employment 
programmes involving women, there must be 
built-in provisions and facilities for preservation 
and promotion of the breast-feeding practices. 
Creches must ‘be provided at work-sites and 
women must be allowed time during working 
hours to breast-feed their infants. The government 
may seriously consider increasing maternity leave 
benefits from the present /three months to six 
months for the first and the second living child 
(only) in the case of mothers of the weaker sections 
who continue to exclusively breast-feed their in- 
fants for six months. 


(4) In undergraduate medical education, in 
the training of all categories of health personnel 
and, most importantly, in the training of paediatri- 
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cians and obstetricians, much greater emphasis 


than at present, must be laid on the overriding t 


need to preserve and protect the breast-feeding 
practices. In the ultimate analysis, it is the health 
professionals who have to play the major role in 
advising and encouraging mothers to breast-feed 
their infants. Such advice must always be accom- 
_ panied by practical suggestions for improving the 
diets of the nursing mothers in order to sustain 
, their health and nutrition. Promotion of maternal 
nutrition must be an integral part of all program- 
mes | for the promotion of breast-feeding. All this 
“requires adequate training of health professionals 
at the practical level; at present the training in this 


regard i is wholly inadequate. 


ee Eioits Sone: ‘What we need is a people’s 
: ovement, in which vigilant voluntary organisa- 


all those interested in natin a 
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as long as feasible, because at the: em i090 t 
faction they would derive therefrom ou Es h 


women’s uplift and child nutrition. 


